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. rigidity, tremors, and contractures — all 
seen to the long, cumulative action of 
COGENTIN (a bedtime dose often controls 
symptoms for 24 hours'). COGENTIN also 
exerts “a highly selective action against... 
fixed facies, dysphonia, dysphagia, faulty 
posture, muscle cramps, and ‘freezing’ of 
the legs.”? Parkinsonism due to tranquilizer 
therapy “is easily alleviated by COGENTIN,’’ 
even after other drugs fail.‘ 


Dosage: Dosage must be individualized. In arteriosclerotic, 
idiopathic, or postencephalitic parkinsonism, the usual dos- 
age is 1 to 2 mg. daily, with a range of 0.5 to 6 mg. daily. 
In parkinsonism induced by phenothiazines or rauwolfia 
compounds, the recommended dosage is 1 to 4 mg. once or 
twice a day. 

Additional information on COGENTIN is available to physi- 
cians on request. 

Now available: Injection CoGENTIN, 1 mg. per c¢., ampuls 
of 2 cc. Also available: Tablets CoGENTIN (quarterscored), 
2 mg., bottles of 100 and 1000. 

References: 1. A.M.A. Council on Drugs: New and Non- 
official Drugs 1959, Philadelphia, J. B. Lippincott Company, 
1959, p. 252. 2. Doshay, L. J.: J.A.M.A. 162:1081, 1956. 
8. Ayd, F. J.: Clin. Med. 6:387, 1959. 4. May, R. H.: Am. J. 
Psychiat, 116:360, 1959. 

COGENTIN is a trademark of Merck & Co., Inc. 
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Why 
combining 
Esidrix’ 

with 
Serpasil’ 
improves 
control 

of high blood 
pressure 


The presence of excess tissue fluids and salt can keep constricted blood vessels from dilating 
fully in response to antihypertensive drugs. m This may explain why the antihypertensive effect 
of Serpasil-Esidrix is better than average. By depleting fluid and electrolytes from surrounding 
tissue, Esidrix enables blood vessels to dilate to physiologic limits. Result: Peripheral resistance 
is reduced and blood pressure goes down —often to lower levels than can be achieved with 
single-drug therapy. Complete information sent on request. 





Schematic 
diagram illustrates 
constrictive effect 
of fluids and salt 
on vascular wall. 


Esidrix depletes § ® 
fluid and salt, 
increases ability of 
vessel to respond 








to Serpasil. 

















suppLiepD: Tablets #2 (light orange), each containing 0.1 mg. Serpasil and 50 mg. Esidrix. Tablets #1 (light orange) each 
containing 0.1 mg. Serpasil and 25 mg. Esidrix. 2/2830MB SeERPASIL”-Esiprix” (reserpine and hydrochlorothiazide ciBa) 
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Balances the mood—no “seesaw” effect of 
amphetamine-barbiturates and ener- 
gizers. While amphetamines and energizers 
may stimulate the patient — they often 
aggravate anxiety and tension. And 
although amphetamine-barbiturate combi- 
nations may counteract excessive stimula-. 
tion — they often deepen depression. 


In contrast to such “seesaw” effects, Deprol 
lifts depression as it calms anxiety. 


Dosage: Usual starting dose is 1 tablet q.i.d. When necessary, 
this may be gradually increased up to 3 tablets q.i.d 
Composition: 1 mg. 2-diethylaminoethy] benzilate 
(benactyzine HCl) and 400 mg. meprobamate. 

Supplied: Bottles of 50 light-pink, scored tablets. Write for 
literature and samples. 





Geriatric and chronically 
ill patients respond with- 
in a few days. Thanks to 
your prompt treatment 
and the smooth action of 
Deprol, her depression 
is relieved and her anxi- 
ety calmed—often in two 
or three days. She eats 
well, sleeps well and her 
depression no longer 
complicates your basic 
regimen. 


Lifts depression...as it calms anxiety ! 


For geriatric and chronically ill patients — 
a smooth, balanced action that lifts depression 
as it calms anxiety...rapidly and safely 


Acts swiftly—the patient often feels better, 
sleeps better, within two or three days. 
Unlike most other antidepressant drugs, 
Deprol relieves the patient quickly — often 
within two or three days. 


Acts safely—no danger of hypotension or 
liver damage. Deprol does not cause hypo- 
tension, tachycardia, jitteriness, or liver 
toxicity. It can be safely administered with 
basic therapies. 


“Deprol” 


WALLACE LABORATORIES 
New Brunswick, N. J. 
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water-dispersible, antipruritic oil for the bath or shower 
Alpha-KERI makes dry skin feel soft and smooth immediately. It effectively deposits a uniform, partially- | 
occlusive oil film over the entire skin area. Alpha-KERI lubricates the skin, relieves itching and restores the | 
protective action of natural skin oils lost by the action of water, weather and detergents. - It moisturizes the 
skin and also helps to retain moisture by retarding evaporation of water. Alpha-KERI contains: Kerohy- 
fol dlonanam 0) e-Lale Me) mmel-\\\7-b ¢-16 Mie) | sve) 0] e)(-Mim <-lechelabanle)i-jeelapalaroamie-lolelamme) Mm -lale)ilammmanlial-iec] me)| Mame] ale Mee Me) o1-Lell-]| 
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skin with emollient oils. Alpha-KERI oil may be used in the bath, in the shower, for sponge ‘bathing and 
for infant baths. It can also be used for skin cleansing where soap is contraindicated. Alpha-KERI oil is 
tinted an attractive green color and pleasantly scented. Bottles of 8 fl. oz. Write for samples and literature. 


Westwood Pharmaceuticals, Buffalo 13, New York 
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INFORMATION FOR AUTHORS 


The editors of Geriatrics invite physicians to submit original 
papers in the field of geriatric medicine. Interest and value to the 
practicing physician are paramount. 


Manuscripts should be typewritten, double spaced. Recommended 
length is from 3,500 to 5,000 words. Authors’ full names, academic 
or professional affiliation, and complete addresses should be in- 
cluded. No more than three names should be listed. Credit to con- 


tributing workers may be given in a footnote. 

Titles should consist of 4 to 6 words. References should be kept 
to not more than 20 citations and should be typed on a separate 
sheet. Both journal and book references should follow the style of 
the Index Medicus. References are to be numbered and listed con- 
secutively as they appear in the manuscript. A summary of 40 to 
60 words for use at the head of the article should accompany the 
manuscript. 

GERIATRICS encourages the use of illustrations. Art work and 
photographs must be clear, sharp, and suitable for good reproduc- 
tion. Each illustration should be fully identified with author’s name 
and with figure number and should be accompanied by cutlines 
numbered to correspond. Tables must be well organized, clear, and 
accurate, and each should be typed on a separate sheet. 

Galley proofs and reprint order cards will be submitted to the 
senior author well in advance of publication date. Manuscripts 
should be directed to the Editorial Department, Geriatrics, 84 
South Tenth Street, Minneapolis 3, Minnesota. 
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For patients in pain 


Differences That | 
Distinguish DARVON™ 





e Freedom from Addiction 

e No Adverse Effect on Vision 

e Patients Retain Physical and Mental Acuity 

e Does Not Interfere with Blood Clotting 

e No Diaphoretic Effect 

e Suitable for Patients Subject to Smooth-Muscle Spasm 
e Continued Effectiveness after Prolonged Therapy 

e Superior to Salicylates in Ulcer Patients 





Preparations of Darvon: 
Darvon—32 and 65-mg. Pulvules® Lilly 
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Darvon® Compound Darvo-Tran® 





Darvon® (dextro propoxyphene hydrochloride, Lilly) 
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dol til 


phenaa 
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In Underweight, 
Malnourished 
Patients 


NILEVAR 


Provides Lasting, 
Substantial 
Gains in Weight 


Nirevar has been established as a valuable 
agent! for producing gain in weight and in- 
creases in appetite, muscle mass and strength in 
patients with such specific debilitating injuries 
and diseases as diabetes mellitus, hip fracture, 
osteomyelitis, osteoporosis, ileitis and rheuma- 
toid arthritis. 

Investigators have found its proved anabolic 
activity to be highly useful also in the more 
general problem of malnourished underweight 
patients. Weight gain in individual patients has 
been described as dramatic. 

Kory and his associates? assessed the protein- 
building effects of Nilevar in fifty-six under- 
weight adults. “Statistically significant gains in 
weight were observed in all groups receiving 
norethandrolone [Nilevar]...these usually were 
accompanied by increases in appetite and sense 
of well-being. The average weight gain was two 
pounds per month. The maximum was 20 
pounds in six months. No patient exhibited 
edema or other signs of fluid retention.” 

Since lean tissue is added, patients who gain 
weight on Nilevar therapy typically retain it. 

The suggested daily oral dosage for adults is 
30 mg. of Nilevar for one to two weeks. Subse- 
quently, depending on the response of the 
patient, this dosage may be reduced to 10 or 
20 mg. daily. Continuous courses of therapy 
should not exceed three months, but may be 
repeated after rest periods of one month. 

Nilevar (brand of norethandrolone) is sup- 
plied as tablets of 10 mg., drops of 0.25 mg. per 
drop and ampuls of 25 mg. in 1 cc. of sesame 
oil with benzyl alcohol. 

1. Carter,A. C.; Weisenfeld,S.,and Goldner, M. G., Proc. Soc. 
Exper. Biol. & Med. 98:593 (July) 1958. 2. Kory,R. C.; Watson, 


R. N.; Bradley, M. H., and Peters, B. J., J. Clin. Invest. 36:907 
(June, part 1) 1957. 
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FO FUTURETSSV'ES 


HM Aging is usually accompanied by physi- 
ologic and pathologic changes which affect 
the functioning capacity of the mind and 
body, says Ewald W. Busse, professor and 
chairman of the Department of Psychiatry, 
Duke University Medical Center, Durham, 
North Carolina, discussing Problems Affect- 
ing Psychiatric Care of the Aging. Signifi- 
cant decline in hearing, vision, and psycho- 
motor response time, and alterations in mo- 
tivation, learning, and memory should be 
given proper attention in developing a ther- 
apeutic regime. 


Hj Although more older persons now seek 
assistance for deafness, they generally pre- 
sent a hyperacusia not treatable through 
surgical intervention, say David Myers, 
Richard A. Winchester, and Woodrow D. 
Schlosser of the Department of Otorhinolo- 
gy, Temple University Medical Center, writ- 
ing on Otosclerosis Surgery for the Older 
Patient. A significant proportion of geriatric 
patients, however, possesses otosclerotic deaf- 
ness. The authors’ five years’ experience 
with stapes mobilization technics has dem- 
onstrated that the older patient can be 
helped surgically and that he responds to 
these procedures much the same as does the 
younger patient. 


& Results of Intra-articular Administration 
of Triamcinolone Acetonide to 90 patients 
with a total of 173 affected joints are report- 
ed by L. Maxwell Lockie and Bernard M. 
Norcross, Buffalo General Hospital, and 
Daniel J. Riordan and Arthur F. Riordan 
of Mercy Hospital, Buffalo. Of the 82 


GERIATRICS, copyright 1960 by Lancet Publications, Inc., 84 
South Tenth Street, Minneapolis 3, Minnesota. Title registered 
U.S. Patent Office. Louis M. Cohen, Publisher; Allan Stone, 
Assistant to the Publisher; Virginia L. Dustin, Managing 
Editor; Maurice Wolff, Business Manager. 

ADVERTISING REPRESENTATIVES, NEW YORK 17: Burt D. Cohen, 
Lee Klemmer, Bernard A. Smiler, John Winter, 1 East 42nd 
Street. Telephone: Murray Hill 2-8717. 
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joints affected with rheumatoid arthritis, 77 
per cent showed major improvement; of the 
66 joints with osteoarthritic lesions, 74 per 
cent; and of the 25 joints with miscellaneous 
conditions, 92 per cent. Triamicinolone 
acetonide was not appreciably superior to 6- 
methyl-delta-l-hydrocortisone or to pred- 
nisolone tertiary-butylacetate in 11 patients 
in whom direct comparison of the several 


compounds was made. 


2 Studies of Vitamin K and Hypopro- 
thrombinemia of Liver Disease showed that 
patients with severe liver disease do not re- 
spond to the administration of large doses 
of vitamin K with a decrease in the pro- 
longed prothrombin time, but that, in some 
instances, there may be an actual increase 
in the prothrombin time, according to Fred- 
erick Steigmann and Kenneth Cohen of the 
Hektoen Institute for Medical Research of 
Cook County Hospital, Chicago. The thera- 
peutic implications are that, before giving 
vitamin K to patients with liver disease, 
careful prothrombin determinations should 
be made at stated intervals. If no response is 
noted in the prothrombin time level, the 
administration of this substance may actual- 
ly be detrimental to the patient. 


oI Geriatric Public Health Practice has now 
begun to take form and have definite sub- 
stance, writes Frank W. Reynolds, associate 
professor of public health practice, Universi- 
ty of Michigan School of Public Health. 
Necessary components of a geriatric program 
include: prevention of disease and disability, 
early detection of incipient disease, im- 
proved care of older patients, geriatric re- 
habilitation, education on aging, and _ re- 
search. 


cuicaco 6: Greg Gelderman, Jay H. Herz, Hugh Gibson, 20 
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Squibb Flavored Penicillin Powder 
Tastes Good...delicious, refreshing orange flavor means ready acceptance 
by young or ‘‘finicky’’ patients. 
Double Potency... 400,000 units of potassium penicillin G per teaspoonful 
eeeno other form of oral penicillin gives better therapeutic results. 











penicillin. Where double strength Pentids is required for treatment of 
severe penicillin-susceptible infections due to hemolytic streptococcus, 
pneumococcus, staphylococcus, and for prevention of streptococcal infec~- 
tions in patients with a history of rheumatic fever, Pentids ‘*400° will 
save your patients’ money. 

Convenient... Pentids ‘‘400"’ for Syrup, soluble powder containing peni- 
cillin G potassium (buffered), which when reconstituted with 35 cc. of 
water provides 60 cc. of orange-flavored syrup with a potency of 400,000 
units per § cc. teaspoonful. ‘rentios’ © 1s 4 squIBe TRADEMARK 


Also available: Pentids “400”: 400,000 units of buffered penicillin G potas- 
sium per scored tablet. Pentids: 200,000 units of buffered penicillin G potas- 
sium per scored tablet. Pentids for Syrup: 200,000 units of penicillin G 
potassium per teaspoonful (5:cc.). Pentids Capsules: 200,000 units of peni- 
cillin G potassium per capsule. Pentids Soluble Tablets: 200,000 units of 
penicillin G potassium per tablet. Pentids-Sulfas Tablets: 200,000 units of 
penicillin G potassium with 0.5 Gm. triple sulfas per tablet. 
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ico-Metrazol 


the safe ergogenic agent 





seycied Sac ea fatigue indicates the need for safe cerebral stimulation, 

| deserves a therapeutic trial. The gentle activation of the central nervous 
system and the increased rate of cerebral blood flow effected by Metrazol®, combined 
with increased peripheral blood flow induced by nicotinic acid, provide a “physiologic 
spark-plug” for renewed mental and physical vitality. Fatigue and listlessness are 
frequently replaced by a resurgence of energy and alertness. Chronically apathetic 
geriatric patients often show significant improvement on Nico-Metrazol therapy. 
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Nico-Metrazol is markedly free of undesirable systemic action. 
It causes neither hypertension nor postural hypotension. Nico-Metrazol has no adverse 
effect on liver or bone marrow functions. The vasodilating action of nicotinic acid 
produces a transient flush and is accompanied by a feeling of warmth and stimulation. 


Dosage: Initially, 2 Nico-Metrazol Tablets, or 2 teaspoonfuls of Nico-Metrazol Elixir, three or four 
times daily. For maintenance, after optimal results have been achieved, dosage may be reduced to 
1 Nico-Metrazol Tablet or 1 teaspoonful of Nico-Metrazol Elixir three times daily. 


Supply: Nico-Metrazol Tablets and Elixir—100 mg. Metrazol and 50 mg. nicotinic acid in each 
tablet or teaspoonful. 


For information on Vita-Metrazol and Metrazol dosage forms, consult your current Physicians’ Desk Reference. 
y 
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12A 








rr, 


Hard filled Upjohn The Upjohn Company 
capsules in i] Kalamazoo, Michigan 
bottles of 30. 


4 mg. | 

* ‘ % : 
Medrol ‘ ake Be 
Medules fears 


therapy 






pH-patterned 
slow release... 


not here 
at pH 1.2 


In the relatively acid 
medium of the fa 
stomach, Medules are 

} 





kept essentially intact by 
their special pH-sensitive 
coating (about 5% 
Medrol content release 
in 2 hours at pH 1.2). 


but here 
at pH 7.5 


In the environment of the 
duodenum (at pH of 
approximately 7.5) 90% 
to 100% of the Medrol yeu atyelcMmeeleleetbelm-intibetscr 
content is released in a great majority of 
within 4 hours. these patients just doesn’t 
exist any more. They 

ZV ccm bl oMereyeet colar: le) (aa 
Iuppa, N. V.: Curr. Therap. 
Res. 2:177 (June) 1960,) 





(**So smooth and pro- 
tracted that even among 
rheumatoid arthritis 


... means 
gradual steroid | . 
absorption sos ceaeirirg we it 
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the indication: prostatitis 





the incidence: “amazingly high’—Intlammations 
ofthe prostate gland...occur with an amazingly 
hich incidence in general practice.” 

the inference: ccbibi “the most common 
chronic infection in men over 40 years of age.” 











the ideal: 
“by far the most 
effective drug” 





Furadantin 


brand of nitrofurantoin 


“... by far the most effective drug to be employed, and this has been 
substantiated in practice. It is a drug of low toxicity and, what is 

more important, bacteria rarely if ever become resistant to it. 

It can be employed for long periods of time, is bactericidal and does 
not favor the appearance of monilial infections.” 

In acute prostatitis: “Antibacterial medication, preferably FURADANTIN 


(Eaton) 100 mg. 4 times daily is indicated . . .’”4 


In chronic prostatitis: ‘From clinical observation we have found that 
more cases of chronic prostatitis respond to FURADANTIN than to any 


other anti-infection agent.”® 


In benign prostatic hypertrophy (to prevent or treat concomitant 
infection): ‘“Nitrofurantoin [FURANDANTIN] may be used for protracted 
periods for the suppression of infection in the urinary tract, even in 

the presence of probable obstruction . . . it may provide prolonged relief 
from symptoms and permit better selection of the proper time for 
surgical or manipulative procedures.” ® 

Postoperatively in prostatic surgery: “In conjunction with routine 


postoperative care, FURADANTIN is frequently used.’”? 


FurabantIn dosage in prostatitis: Acute cases—100 mg. tablet q.i.d. 
with meals and with food or milk on retiring until cured. Chronic cases— 
100 mg. tablet q.i.d. for 10 to 14 days; depending on response, dosage 


may then be reduced to 100 or 200 mg. daily for 1 to 3 months. 
Supplied: Tablets, 50 and 100 mg., Oral Suspension, 25 mg. per 5 cc. tsp. 


References: 1. Campbell, M. F.: Principles of Urology, Philadelphia, W. B. Saunders Co., 1957 
2. Farman, F., and McDonald, D. F.: Brit. J. Urol. 31:176, 1959. 3. Sanjurjo, L. A 

Med. Clin. N. America 43:1601, 1959. 4. Barnes, R. W.: Prostatitis, /n Conn, F.: Current Therapy 
1957, Philadelphia, W. B. Saunders Co., 1957. 5. Barnes, R. W., in discussion of Chinn, J., and 
Bischoff, A. J.: Tr. West. Sect. Am. Urol. Ass. 22:189, 1955. 6. Jawetz, E.: A.M.A. Arch. Int. M. 
100 :549, 1957. 7. Glazier, M., and Lombardo, L. J., Jr.: From the film Retropubic 
Prostatovesiculectomy, Eaton Laboratories, Norwich, N. Y., 1959. 
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senile 
anxiety 


disorientation 
agitation 
hostility 
irritability 
apprehension 
hysteria 
insomnia 


chronic 
urticaria 


alcoholism 


menopausal 
syndrome 


neuro- 
dermatoses 


functional 
gastrointestinal 
disorders 


psychoneuroses 


tension 
headaches 


dysmenorrhea 


psychosomatic 
complaints 


situational 
stress 


asthma 
hyperactivity 
tics 
preoperative 
anxiety 
enuresis 


behavior 
problems 











ATARAX ENCOMPASSES MORE PATIENT NEEDS...LETS YOU 
CHART A SAFER, MORE EFFECTIVE COURSE TO TRANQUILITY 


ATARAX has a wide range of flexibility . . . from 
mild adult tensions and anxieties to full-blown 
alcoholic episodes . . . from the behavior dis- 
orders of childhood to the emotional problems 
of old age. Why? Because it gives you maximum 
adaptability of dosage . . . works quickly and 
predictably . . . is unsurpassed in safety. 


ATARAX Offers extra pharmacologic actions 
especially useful in certain troublesome con- 
ditions. It is antihistaminic and mildly anti- 
arrhythmic, does not stimulate gastric secre- 
tions. Hence it is well suited to the needs of 
your allergic, cardiac and ulcer patients. 


Have you discovered all the benefits of 


ATARAX? 

Dosage: Adults, one 25 mg. tablet, or one tbsp. Syrup 
q.i.d. Children, 3-6 years, one 10 mg. tablet or one tsp. 
Syrup t.i.d.; over 6 years, two 10 mg. tablets or two tsp. 
Syrup t.i.d. 
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Supplied: Tiny 10 mg., 25 mg., and 100 mg. tablets, bot- 
tles of 100. Syrup, pint bottles. Parenteral Solution: 
25 mg./cc. in 10 cc. multiple-dose vials; 50 mg./cc. in 
2 cc. ampules. Prescription only. 


Complete bibliography available on request. 


ATARAX 


(BRAND OF HYDROXYZINE) 


PASSPORT TO TRANQUILITY (em 


TRANQUILITY 


New York 17, N.Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being™ 











® for vitamin-mineral supplementation 
VITERRA e capsules ¢ tastitabs® 
e therapeutic capsules 














the 
anc 
jeo 
the 


By | 
Pre 
pati 
red! 
ofe 
pur: 
con 





| 
| 
I 





New Enhances Vitality and 
Still Insures Weight Loss 





Now, Prelu-Vite helps to fortify 
the patient’s nutritional status 
and sense of well-being without 
jeopardizing the success of 

the weight-reducing program. 


By improving nutritional status 
Prelu-Vite makes it easier for the 
patient to retain the initial zeal for 
reducing...facilitates the retention 
of enthusiastic cooperation in 
pursuing therapy to a successful 
conclusion. 


Prelu-Vite” 


brand of phenmetrazine HCI with vitamins and minerals 
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With Prelu-Vite, as with Preludin, 
a weight loss 2—5 times that 
obtainable by dietary restriction 
alone, is readily achieved without 
the occurrence of annoying 

side reactions. 

















Geigy 


Availability: Also available: 

Prelu-Vite' » Capsules, each Preludin®Endurets=prolonged- 
containing 25 mg. of Preludin action tablets (75 mg.) for once 
(brand of phenmetrazine HCi) daily administration; and as 
with vitamins A,B,C and Dand regular Preludin tablets (25 

5 minerals mg.) for b.i.d. or t.i.d. 

Under license from C. H. administration. 

Boehringer Sohn, Ingelheim. 


Geigy, Ardsley, New York Geiny 321-60 
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asleep. a 
not drugged 


For a night of deep, refreshing sleep and a lively awakening... Noludar 300...one capsule at 
bedtime promises 6 to 8 hours of undisturbed sleep without risk of habituation, without 
barbiturate “hangover,” toxicity or even minor side effects. Try Noludar 300 for your next 
patient with a sleep problem. One capsule at bedtime. Chances are she’ll tell you 


“I slept like a log’ 


NOLUDAR 300 


brand of methyprylon 300-mg capsules 


;, ‘| ROCHE LABORATORIES « Division of Hoffmann-La Roche Inc « Nutley 10, New Jersey 








le at 
shout 
next 


upsules 








A. H. Robins’ 
new Adabee — 
for the physician 
who has 
weighed the... 


MOUNTING 
EVIDENCE 


Individually, folic acid and Bye fill im- 
portant clinical roles.1 But, increasing 
evidence indicates that multivitamins 
containing folic acid may obscure the 
diagnosis of pernicious anemia.2~* And 
vitamin By9, in indiscriminate and un- 
necessary usage®-8 is likewise blamed 
for this diagnostic confusion.? 


Both folic acid and Byg have been 
omitted from Adabee, in recognition of 
this growing medical concern. 


Adabee supplies massive doses of thera- 
peutically practical vitamins for use in 
both specific and supportive schedules 
in illness and stress situations. Thus, new 
Adabee offers the therapeutic advantage 
of sustained maximum multivitamin sup- 
port without threat of symptom-masking. 


references: 1. Wintrobe, M. M., Clinical Hema- 
tology, 3rd ed., Phila., Lea & Febiger, 1952, p. 
398. 2. Goodman, L. S. and Gilman, A., The 
Pharmacological Basis of Therapeutics, 2nd. ed., 
New York, Macmillan, 1955, p. 1709. 3. New Eng. 
J.M., Vol. 259, No. 25, Dec. 18, 1958, p. 1231. 
4. Frohlich, E. D., New Eng. J.M., 259:1221, 1958. 
5. J.A.M.A., 169:41, 1959. 6. J.A.M.A., 173 :240, 
1960. 7. Goldsmith, G. A., American J.M., 25 :680, 
1958. 8. Darby, W. J., American J.M., 25:726, 1958. 
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MULTI- 
VITAMINS 






Bi2 AND 
FOLIC ACID 














ADABEE® 


Each yellow, capsule-shaped tablet con- 
tains: 


Vitamin A 25,000 USP units 
Vitamin D 1,000 USP units 
Thiamine mononitrate (Bj) 15 mg. 
Riboflavin (Be) 10 mg. 
Pyridoxine HC1 (Be) 5 mg. 
Nicotinamide (niacinamide) 50 mg. 
Calcium pantothenate 10 mg. 
Ascorbic acid (vitamin C) 250 mg. 


ADABEE® M 


Each green, capsule-shaped tablet con- 
tains Adabee, plus nine essential min- 
erals: 

Iron 15.0 mg. Zinc 15 mg. 
Iodine 0.15mg. Potassium 5.0 mg. 
Copper 1.0 mg. Calcium 103.0 mg. 
Manganese 1.0 mg. Phosphorus 80.0 mg. 
Magnesium 6.0 mg. 


dosage: One or more tablets a day, as 
indicated, preferably with meals. 


new! ADABEE® 


the multivitamin without Big or folic acid 





‘A. H. ROBINS COMPANY, INC. 


Richmond 20, Virginia 
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control constipation safely 


a) 


agoral 


the gentle laxative 





Agoral provides the safe, gentle laxative action so desirable in overcom- 
ing constipation in older patients. Taken at bedtime, 1 or 2 tablespoon- 
fuls of pleasant-tasting Agoral work overnight, without disturbing sleep, 
to produce a normal bowel movement next morning. Agoral encourages 
natural bowel function—acts without harsh catharsis or urgency. 


And for hemorrhoids—either alone or concurrent 
with constipation—prescribe Anusol and Anusol- 


HC suppositories ie 


MORRIS PLAINS, Ho 
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All corticosteroids provide symptomatic control in rheumatoid arthritis, inflammatory derma- 


toses, and bronchial asthma. They differ in the frequency and severity of side effects. Introduced 
in 1958, Aristocort Triamcinolone bore the promise of high efficacy and relative safety. 
Physicians today recognize that the promise has been fulfilled ... as evidenced by the high rate 


of refilled ARISTOcORT prescriptions. 


WP Triameinolone LEDERLE 
Bederio) LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, N.Y. 
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cereal calories 


are full of good nutrition 
and are low in fat 


Medical and nutrition experts are concerned 
because the teen-age, elderly, and obese individu- 
als are consuming too many empty calories. 
When a moderate reduction of dietary fat is 
indicated, breakfast cereal calories merit consid- 


eration because they provide low-fat content and 


nutritive value of breakfast cereals 


(based on composite average) 





CEREAL INSTITUTE, INC. .- 


ntribution of Breakfast Cereals. 


are full of good nutrition as shown in the table 
below. Whole grain, enriched, and restored break- 
fast cereals, hot or ready to eat, considered as a 
group contribute protein, important B vitamins, 
and essential minerals in addition to the carbo- 


hydrates needed for quick energy. 


cereal, 1 oz. dry weight basis 
CALORIES. , spesbeshesechevenebeses Ime 
PROTEIN 3.1. gm. 
0.6 gm. 
22 gm. 
1.4 mg. 


CARBOHYDRATE 


THIAMINE...... . 
RIBOFLAVIN....... 


CHOLESTEROL... 


hicago: Cereal Institute, Inc., 1956, 





135 South LaSalle Street, Chicago 3 


A research and educational endeavor devoted to the betterment of national nutrition 





~ 60 and 250. Peri-Colace Syrup, bottles of 8 oz. 





GENTLE STIMULUS...FOR POSITIVE RESULTS 


\ 5 
= 
3 ont 


‘ th 


Dioctyl sodium sulf and 
derivatives from cascara. Mead Johnson 


in management of constipation 


Peri-Colace induces prompt, positive, yet 
gentle results in constipation through 
the synergistic action of its ingredients: 


1. Peristim,® a mild laxative, “...exerts 
its peristaltic stimulating action 

directly on the large intestine, via 

the blood stream,”"! 

2. Colace,® a non-laxative stool softener, 
maintains hydration of the fecal 

material as it passes through 

the intestinal tract? 

Available as: Peri-Colace Capsules, bottles of 30, 

























Bibliography: (1) Lamphier, T. A., and Lyman, F. L.: 
J. internat. Coll. Surgeons 31:420-423 (April) 1959. 
(2) Smigel, J. O.; Lowe, K. J.; Hosp, P. H., and 

Gibson, J. H.: M, Times 86:1521-1526 (Dec.) 1958. 
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ORETICYL 


(Oretic® with Harmonyl®) 


gives them the benefits of: 
two effective ingredients 


Oretic. Potent oral diuretic/antihyper- 
tensive producing maximum elimination 
of water, sodium, with minimum potas- 
sium loss. 


Harmonyl. Fully as potent as reserpine 
in lowering blood pressure, Harmonyl 
has a lower incidence of such side 
effects as daytime lethargy, drowsi- 
ness, nasal stuffiness. 


three precision dose forms 


Oreticyl Forte. Oretic 25 mg., 

Harmonyl 0.25 mg. 
Recommended ‘‘starter’’ therapy in 
most cases of established hyperten- 
sion. Usual dose: one t.i.d. 


Oreticyl 25. Oretic 25 mg., 
Harmony! 0.125 mg. 

Oreticyl 50. Oretic 50 mg., 
Harmonyl 0.125 mg. 


Either 25 or 50 strength recommended 
for adjustment of dose once response 
is seen. Dosage must be determined by 
patient’s needs. 


All 3 strengths, bottles of 100 and 1000. 


ORETICYL—ORETIC WITH HARMON ABBOTT 


assotTtT 

















especially designed for sustained anabolic and 
climacteric therapy in the female and male... 


Jeladumone 


SQUIBB TESTOSTERONE ENANTHATE AND ESTRADIOL VALERATE 
approximately 4 weeks of effective therapy with only one injection 
* relieves physical, mental and emotional distress in the climacteric and helps to correct 
hormonal imbalance and protein loss + minimizes or eliminates unwanted sexual effects 


* well tolerated and convenient administration — low viscosity permits easy IM injection with 
small-gauge needle. 





is indicated in the menopausal syndrome, in osteoporosis (postmenopausal, 
senile). f : 1 to 2 cc. as a single intramuscular injection, every 3 or 4 weeks, depending 
on clinical response. : Vials of 1 and 5 cc. Each cc. contains 90 mg. testosterone 
enanthate and 4 mg. estradiol valerate. 


especially designed for convenient inhibition of lactation and prevention of breast engorgemem 


Deladumone 2X 


SQUIBB TESTOSTERONE ENANTHATE AND ESTRADIOL VALERATE 


« optimally balanced — long-acting — double potency 
Moesage: In the suppression of lactation, 2 cc. given as a single intramus- 
cular injection, preferably at the end of the first stage of labor or else 
immediately upon delivery. Supp!y: Each cc. contains 180 mg. testoster- 
one enanthate and 8 mg. of estradiol valerate dissolved in sesame oil. 
Vials of 2 cc. 
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\ Squibb Quality —the Priceless Ingredient 


SQUIBB 


*‘peLaoumone’®™ 1S A SQUIBB TRADEMARK 








od 

















5-fold’ ORAL B, absorption for 


improved 
Geriatric 
appetite ... 


Ion-exchange B12 provides unique supe- 
riority over previous oral forms of the 
vitamin. Present in Cynal as L. B.® 12, 
ion-exchange Bi2 protects against gas- 
tric destruction and provides up to 5 
times the usual oral absorption. 

With vitamin Bi2 therapy, beneficial 
effects on appetite and well-being have 
been observed in patients showing 
marked deficiency. In the aged, defi- 
ciencies of Biz are common! and have 
been rapidly corrected! with ion- 
exchange Bie therapy. 

Cynal provides not only generous 
amounts of Biz but also Bi and Be as 
valuable adjuncts to absorption.? 


| trove BROTHERS, INC. 


CINCINNATI 3, OHIO 


na 





EACH “CHERRO-CHEW” TABLET CONTAINS: 
Thiamine mononitrate 


CURONMNEE MME) 6 ce cio kee we 10 mg. 
Vitamin Bi: (as L. B°12*). . . . 25 mcg. 
Pyridoxine hydrochloride 

ee 5 mg, 


*Lloyd’s absorption-enhancing complex of vitamin 

By2 (By from Cobalamin Concentrate). 

DOSE: One tablet per day. 

SUPPLIED: Bottles of 50 tasty 
“Cherro-Chew” tablets. 

REFERENCES: 1. Chow, B. F.: Ger- 

ontologia 2:213-221, 1958. 


2. Chow, B. F., et al.: Am. J, 
Clin. Nutrition 6:386, 1958. 
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even if your patient 1s a whip snapper: 


he'll soon be riding 


JAFON 


high again, thanks to 


prescribe PARAFON in low back pain—sprains— 
strains — rheumatic pains 
Each PARAFON tablet contains: 


PARAFLEX® Chlorzoxazone?t ............. 125 n 
[yYLENOI \cetaminophen 


Dosage: Two tablets t.i.d. or q.i.d. 


Supplied: T ‘thes s, scored, pink, bottles of 50. 


‘ach PARAFON with Prednisolone tablet contai 


PARAFLEX® Chlorzoxazone 125 me., TYLenc 


scored, buff colored, bottles of 
Dosage: One to two tablets t.i.d. or q i.d 
Precautions: The precautions and contraindicatic 
that apply to all steroids should be kept in mind 
olone 


| McNEID) priciest. 


when prescribing PARAFON with Prednis 


¢ See 


Che low dosage skeletal muscle relaxant 


3001 


[he superior analgesic in musculos Leletat pain 


1] 





yphen 300 mg., and prednisolone 1.0 1 


1-ladder fire engine 


(U.S. Patent N« 

















Zenith 


presents... WORLD'S FINEST 


IGH FIDELITY HEARING AID 


Vastly improved the hearing of 
9 out of 10 wearers tested by us! 


Zenith announces a major break- 
through in scientific progress—a 
hearing aid so much more beneficial 
to the hard of hearing that it defies 
comparison. By actual test among 
people who wear hearing aids, this 
new “Extended Range” model im- 
proved the hearing of 9 out of 10 
wearers tested. It excels in these 
major advantages: 

BROAD RESPONSE RANGE—(What it 
means to you)—Almost twice the range of 
sounds reproduced and amplified than for- 
mer Zenith model. Brings in sounds never 
before experienced through this successful 
model. 


Range of Cycles 
Former Zenith Moderate Gain 


Former Zenith High Gain 


New Zenith ‘Extended Range”’ 





Hear More Sounds — Distinguish Sound 
Better—You hear more sounds—and you 
hear them more accurately. Zenith’s new 
“Extended Range” faithfully amplifies 
“unvoiced consonants” such as th, f, sh, h, 
most important for understanding speech. 


“LIVING SOUND" 
HEARING AIDS 


These are the whispered sounds you miss 
with many hearing aids. It also reproduces 
the “overtones or harmonics” which en- 
able you to better distinguish between dif- 
ferent voices and sounds. 


FLAT RESPONSE — (What it means to you) 
—Sounds reproduced in extreme “peaks” 
are amplified more than other sounds com- 
ing to you, causing distortion in what you 
hear. Annoying clothing noise and restau- 
rant clatter within these “peaks” are then 
over-amplified causing hearing discomfort 
and lack of clarity. 





| Zenith “Extended Range” 
+—t-agr}—t 1 
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----- Write for the complete story today! 
Hearing Aid Division, Zenith Radio Corporation 
Dept.97W, 6501 W. Grand Avenue, Chicago 35, Hlinois 


Please send me the 
whole exciting story 
about the new 
Zenith “Extended 
Range” Hearing Aid. 


4 
sar Hearing Aid \\ 
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Far Less Distortion and Background 
Noise. The Zenith “Extended Range” vir- 
tually eliminates these noisy sound 
“peaks.” Puts background sounds in proper 
balance with sounds you want to hear. 
Answers “Recruitment Problem.” If “re- 
cruitment” (the inability to stand loud 
noises) bothers you, then the “Extended 
Range” can be your answer. All sounds 
are far more normal, more perfectly bal- 
anced. 





NAME 





ADDRESS 





CITY STATE 










































In over five years 









Proven 


in more than 


750 published clinical studies 
Effective 


FOR RELIEF OF ANXIETY | 2 
AND TENSION 


Outstandingly 
Safe 5 





For your reference: controlled studies on Miltown.§.,. [don 


1. Blumberg, N. ef al.: Fed. Proc. 17:351, 6. Friedman, A. P.: Ann, N. Y. Acad. Se 11. La 
March 1958, 2. Boyd, L. J. et al.: Am. J. 67:822, May 9, 1957. 7. Greenberg, L. A 1956. 1 
Cardiol. 3:229, Feb. 1959. 3. Brick, H. ef al coe ar es Y ar Sc pee ~~ ?, System 
on 5 ‘4 iday, Re orthwes Meo r iti 

J cial The rapy 4:1 70, 1958. 4. Bulla, }. BD. 58.837, June 1959. 9. Hollister, L. E. et al : — 
Am. Pract. & Digest Treat. 10:1961, Dis. Nerv. System 17:289, Sept. 1956 15. Re 

Nov. 1959. 5. Ewina, J. A. and Haizlip, T. M 10. Laird, D. M. et al.: Dis Nerv. System April 1 


Am. J. Psychiat. 114:835, March 1958 18:346, Sept. 1957. Am 











s of clinical use... 













simple dosage schedule produces rapid, | 
reliable tranquilization without 
unpredictable excitation 





9 no cumulative effects, thus no need for 
difficult dosage readjustments 


9 does not produce ataxia, change in 
appetite or libido | 





A does not produce depression, 
Parkinson-like symptoms, jaundice 
or agranulocytosis 


5 does not impair mental efficiency or 
normal behavior | 


Usual dosage: One or two 400 mg. tablets tid. | 
Supplied: 400 mg. scored tablets, 200 mg. 
—_—_ sugar-coated tablets. Also as MEPROTABS* — 
400 mg. unmarked, coated tablets; and as 
MEPROSPAN® — 400 mg. and 200 mg. 
own.§,,..[double-blind] continuous release capsules, 





#TRAOE-MARK 
V1. Lasagna, L.: J. Chron. np : 3 122, Fe 
1956 Dis. Ne 
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Low 6. 12. Muhlfelder Woh 5 
May ?, System 20:587, Dec. 1959. 3, ‘Po aIla ik, M. 

st Med Sap gry 184 231, Feb. 1960. 14. Rickels, 
et a et al. J.A.M.A. 171:1649, Nov. 21, 1959. 
1956 is. Ru ek, H Re ~ - "Cardiol. | 3:547, 
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pril 1959. 16. Tucke . and Wilensky, H.: 
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Proper Vein Support For 


Your Varicose Patients 


Your patients can get the proper support for specific varicose 
conditions from the Kendrick designed line of elastic stockings. 


Kendrick elastic stockings provide the support required for each 


type of varicosity — the mildest to the most severe — in one : 
and two-way stretch models, in varying degrees of support from 3 tbs 
extra light to heavy, and in proportioned lengths to the groin. Pulp 
LIVE RUBBER is essential to provide the resilience and com- — 
pression necessary for adequate vein support at all times. . . all beat g 
Kendrick stockings are made with LIVE RUBBER. mix al 

Bee ec 


Kendrick elastic stockings are sold through the local Kendrick 
Surgical Supply Dealer, who is trained in fitting supports to your 
recommendations. He will gladly serve you and your patients, 
Prescribe KENDRICK — over 100 years experience in manu- 
facturing Elastic Stockings and Elastic Supports for all parts of 
the body. 


JAMES R. KENDRICK ik LT INC. 
Philadelphia 44, Pa. New York 16, Ni. X. | 
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Tomato 
Rarebit 


(4 servings) 


GEVRAL Protein 


VITAMIN-MINERAL-PROTEIN SUPPLEMENT LEDERLE 





2 cups (¥/ Ib.) grated Cheddar cheese 
1—10¥2 oz. can condensed tomato soup 
3 tbs. water e 1 tsp. salt 
Few grains cayenne (optional) e 2 tbs. GEVRAL Protein 
Combine ingredients, heat, stir frequently until cheese melts. 
| Serve on toast or crackers. 


| 
appetizing 
| 
| 
| 





| | Potato , 
| 7 aps | Soup 
makes 
| (4 cupfuls) 
4 baked potatoes (3¥2” diameter) e 2 tbs. butter : : : 
| 2 tbs. grated onion (optional) e 2 tbs. hot milk | 2 Sa or aioe og ogsier e 1 tbs. minced onion 
i Ya tsp. salt e Ya tsp. paprika e 2 egg whites : 1¥2 po haa o% ae e% _ — 
| Yo cup (%4 Ib.) grated Cheddar e 2 tbs. GEVRAL Protein 1 a tae ce Hie ore > thn pre reg pened 
{ Cut hot potatoes and — out naginpezy corps | ati : Pp pu “ vege ee : . aa = ein 
) with GEVRAL Protein. Sauté onion in butter and add to elt butter, add onions, sauté 5 min. Blend in flour, salt, 
| pulp with milk, salt, paprika. Beat smooth. Beat egg whites | paprika. Stir in milk and soup base slowly; heat to boiling. 
stiff and fold in. Fill potato shells, sprinkle with grated Add purée and reheat to boiling. Make GEVRAL Protein 
\ cheese and broil slowly till cheese melts. | paste with a little soup; add to soup and mix. 


I 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
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: Fruit 
Whip 


Fruit 
Sherbet 









(4 servings) (4 servings) 


3 tbs. sugar e 1 tbs. lemon juice e 2 tbs. GEVRAL Protein Y2 ry orange corechy x Riga ee 

Pulp cooked fruit, or use baby-junior fruits (prunes, sh IA ELLE Go OS) 

peaches, apples). Mix slowly, thoroughly with GEVRAL Few grains salt e 2 tbs. GEVRAL Protein 

Protein. Beat egg whites stiff with salt; add sugar gradually, Combine fruit with GEVRAL Protein. Add juice, sugar, 
beat glossy. Fold in fruit, and lemon juice. (For 1 serving, milk. Stir until sugar dissolves. Place in tray in freezer with 


24 cup fruit pulp e 2 egg whites e 1% tsp. salt | 1 cup junior pear & pineapple, canned 
mix all then add 1 portion gradually to GEVRAL Protein. control at coldest. Stir once after ’2 hour. Freeze firm. 
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Pine-Nog 


| 
| (1 cup serving) 
| 
| 


Cereals 





2 tbs. GEVRAL Protein 
¥4 cup Cream of Wheat or 1 cup Oatmeal 
Add GEVRAL Protein to cooked cereal. Or add to whole 
o1 skimmed milk over dry cereals. 


1 cup pineapple juice, canned or frozen (diluted) 
1 egg e 2 tbs. GEVRAL Protein 
Combine juice and egg. Gradually mix with GEVRAL Pro- 
tein and stir or blend until dissolved. 


} 
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Baked : 
Custard | Milk 
| 


(4 servings) 





and fruit juices 


| 
| 
| 
| 
| 
| 
| 
J 
| 
| 
| 
| 
| 





Y4 Cup Sugar e 14 tsp. salt e 3 eggs e 2 cups milk (single ¥2 cup serving) 
1 tsp. vanilla e 2 tbs. GEVRAL Protein / 
Combine sugar, salt, GEVRAL Protein: stir in beaten eggs. Make paste with 2 tablespoonfuls GEVRAL Protein and 
Add milk slowly and mix well. Add vanilla. Pour in cups small amount selected liquid (whole or, skim milk, tomato 
. and set in pan of hot water. Bake at 325° F. for 30-40 min- juice, orange juice, chocolate milk). Add remaining liquid 






utes or until custard sets. | and mix thoroughly. 


f\\ 


| NOTE: 
Vitamin content will be 
i altered by heating. 


Tomato Rarebit 
(1 serving of 4) 


| Stuffed Baked Potato 
(1 serving of 4) 


Cream Soups 

| (1 serving of 4) 
Pea 

| Green Bean 
Tomato 

| Spinach 


Fruit Whip 


(1 serving of 4) 
| Prune 

Peach 
Apple 


Fruit Sherbet 
(1 serving of 4) 


Cereals 
3% cup Cream of Wheat 
1 cup Oatmeal 


Pine-Nog 
l cup 


Baked Custard 
(1 serving of 4) 


Milk & Juices 
Whole milk 
Skim milk 
Tomato juice 
Orange juice 

| Chocolate milk 


PROTEIN 


CARBOHYDRATE 


CALORIES 
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GEVRAL PROTEIN 


LEOERLE LABORATORIES DIVISION 


American Cyanainid Company, New York, NY 


Each 30 Gm. (2 heaping tablespoons) contains: 
Vitamin A (acetate) 2,500 U.S.P. Units 
Vitamin D 250 U.S.P. Units 
Thiamine Mononitrate (B,) 2.5 mg. 
Riboflavin (B,) 2.5 mg. 
Niacinamide 7.5 mg. 
Pyridoxine HCI (B,) 0.25 mg. 
Calcium Pantothenate 2.5 mg. 
Vitamin B,. with AUTRINIC® Intrinsic 

Factor Concentrate 1/15 U.S.P. Oral Unit 
Lysine 1.5 Gm. 
Choline Dihydrogen Citrate 50 mg. 
Inositol 25 mg. 
Ascorbic Acid (C) 25 mg. 
Rutin 12.5 mg. 
Vitamin E (tocophery! acetates) 5 1.U. 


Calcium 
(CaHPO, & Calcium Caseinate) 414 mg. 


Phosphorus (CaHPO,) 60.9 mg. 
Caicium Caseinate 21 Gm. 
Ferrous Fumarate 15.2 mg. 

(Elemental Iron, 5 mg.) 
Fluorine (CaF,) 0.05 mg. 
Copper (CuO) 0.5 mg. 
lodine (Kl) 0.1 mg. 
Potassium 

(from K,SO, and Calcium Caseinate) 15 mg. 
Manganese (Mn0,) 0.5 mg. 
Zinc (ZnO) 0.25 mg. 
Magnesium (MgO) 0.5 mg. 
Boron (Na,B,07.10H,0) 0.05 mg. 
Carbohydrate 

(from malt extract and sucrose) 7 Gm. 
Calories 105.3 
Total Protein (Nx6.38) ' 60% 
Sodium -075% 
Fat not more than - 

























































Excellent for High-Protein Tube Feeling GE WRAL Protein 


Vitamin-Mineral-Protein Supplement Lederle 


60% protein plus 26 vitamins and minerals 
for complete, convenient feeding 


L 


FORMULA & ANALYSIS 












































{ 
High Volume Formulas (Normal Sodium Content) | 
Formula #1 Formula #2 Formula #3 ‘ 
BASIC INGREDIENTS: 
GEVRAL PROTEIN 60 Gm. (2 02.) 60 Gm. (2 02.) 60 Gm. (2 02.) 
WHOLE MILK 1 Qt. 1% Pt. 1Pt. | 
NON-FAT MILK POWDER 3 cups (405 Gm.) 2 cups 1 cup 
WATER (To Volume) 2000 cc. 1330 cc. 665 cc. 
TOTAL VOLUME 2000 cc. 1330 cc. 665 cc. 
PROTEIN 214 Gm. 158 Gm. 101 Gm. 
CALORIES 2340 1686 1031 
SODIUM 2.67 Gm. 1.84 Gm. 1.00 Gm. 
CARBOHYDRATE 272 Gm. 192 Gm. 108 Gm. 
FAT 43 Gm. 32 Gm. 22 Gm. 
VITAMINS: aS 
Vitamin A 6720 Unit 6278 Unit 5834 Unit 
Vitamin D 543 Unit 532 Unit 521 Unit 
Thiamine (B,) 6.8 mg. 6.2 mg. 5.7 mg. 
Riboflavin (B,) 14.6 mg. 11.5 mg. 8.5 mg. 
Niacin 20.4 mg. 18.7 mg. 16.9 mg. 
Pyridoxine (B,) 3.2 mg. 2.3 mg. 1.5 mg. 
Calcium Pantothenate 22.4 mg. 16.8 mg. 11.3 mg. 
Vitamin B,, with Intrinsic Factor 2/15 Unit 2/15 Unit 2/15 Unit’ 
Vitamin B,, (Additional) 25 megm. 16 megm. 8 megm. 
Choline 833 mg. 581 mg. 328 mg. 
Inositol 900 mg. 616 mg. 333 mg. 
Ascorbic Acid (C) 88 mg. 76 mg. 64 mg. 
Rutin 25 mg. 25 mg. 25 mg. 
Vitamin E ' 10 1.U. 10 1.U. 10 1.U. 
Lysine 16.4 Gm. 12.3 Gm. 8.1 Gm. 
MINERALS: in 
Calcium 7.26 Gm. 5.22 Gm. 3.17 Gm. de 
Phosphorus 5.20 Gm. 3.58 Gm. 1.97 Gm. cl 
Iron | 13.4 mg. 12.3 mg. 11.3 mg. | 
Fluorine 0.6 mg. 0.4 mg. 0.3 mg. at 
Copper 1.5 mg. 1.3 mg. 1.1 mg. bu 
lodine 0.2 mg. 0.2 mg. 0.2 mg. an 
Potassium 5.9 Gm. 4.1 Gm. 2.2 Gm. 
Manganese 1 mg. 1 mg. 1 mg. = 
Zinc 31.5 mg. 22.1 mg. 12.9 mg. 
Magnesium 600 mg. 390 mg. 210 mg. M 
Boron 0.1 mg. 0.1 mg. 0.1 mg. 
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Vitomin Minera! Protein Supplement 
2/284. 
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this hypertensive 
patient prefers 
Singoserp... 
and so does 
his physician 


ling 









Photo used with patient’s permission. 


aaa Patient’s comment: ‘‘The other drug [whole root rauwolfia] made me feel lazy. | just didn’t feel 
in the mood to make my calls. My nose used to get stuffed up, too. This new pili [Singoserp] 
doesn’t give me any trouble at all.” | 


at first examination was 190/100 mm. Hg. Whole root rauwolfia lowered pressure to 140/80 — 
but side effects were intolerable. Singoserp 0.5 mg. daily, further reduced pressure to 130/80 
and eliminated all drug symptoms. 


Clinician’s report: J. M., a salesman, had a 16-year history of hypertension. Blood pressure | 





Many hypertensive patients and their physicians 


prefer Singoserp. because it usually lowers 
=| blood pressure without rauwolfia side effects 





i SUPPLIED: Singoserp Tablets, 1 mg. (white, scored). Also available: Singoserp®-Esidrix® Tablets #2 (white), each 
‘ containing 1 mg. Singoserp and 25 mg. Esidrix; Singoserp®-Esidrix® Tablets #1 (white), each containing 0.5 mg. 
Singoserp and 25 mg. Esidrix. Complete information sent on request. 
IN Singoserp® (syrosingopine CIBA) 

Singoserp®-Esidrix® (syrosingopine and hydrochlorothiazide CIBA) Sf BA 








2/2844mB SUMMIT, NEW JERSEY 








‘ 


NEW MOON 
SBR ss 








IO 








For 
long-term 
therapy in| 


arthritis at 
Co 














avoid salicylate intolerance 





Gastric distress due to aspirin used alone 
has been frequently reported. !-7 

BUFFERIN is superior to plain aspirin 
in that it does not cause gastric intoler- 
ance; it is “*. . . the drug of choice where 
prolonged, high salicylate levels are in- 
dicated.”’ 8 

. is 4 to 5 times better tolerated 

than ordinary aspirin.” 8 

And BUFFERIN acts fast, its absorp- 
tion being expedited by the antacid 
components, 9 


| 





| 
| 


1. Muir, A., and Cossar, I.A.: Brit. M.J. 
2:7-12 (July 2) 1955. 2. Waterson, A. P.: 
Brit. M. J. 2:1531 (Dec. 24) 1955.3. Brown 
R.K., and Mitchell, N.: Gastroenterology 
31 :198-203 (August) 1956. 4. Kelly, J. J., 


‘Jr.: Am. J. Med. Sci. 232:119-128 (Au- 


gust) 1956. 5. Brick, I. B.: J. Am. Med. 
Assn. 163:1217-1219 (April 6) 1957. 6. 
Trimble, G. X.: Correspondence, J. Am. 
Med. Assn. 164 :323-324 (May 18) 1957. 
7. Lange, H. F.: Gastroenterology 33 :770- 
777 and 778-788 (Nov.) 1957. 8. Tebrock, 
H. E.: Ind. Med & Surg. 20:480-482, 
1951. 9. Paul, W. D.; Dryer, R. L., and 
Routh, J. L.: J. Am. Pharm. Assn. 
(Scient. Ed.) 39:21 (Jan.) 1950. 


For a complimentary supply of BUFFERIN write: 


Bristol-Myers Company, Dept. BU-13, 630 Fifth Avenue, New York 20, New York 














effectively checking gout 
retards the disease 
oh Mlaleia-t-F-Jlale 

Vig- 14m» Cold -id(o] a 


Anturane 


brand of sulfinpyrazone 


Gielgut-iahy Anturan) 














CONTROL 


drug-induced extrapyramidal symptoms 


—permits continued ataractic therapy without interruption due to incapacitating side effects 


paralysis agitans 


—permits the patient to live a more normal life 


‘KEMADRIN’ 


brand Procyclidine Hydrochloride 


clinical appraisals 


“Kemadrin has a definite place in the control and management of 
drug-induced parkinsonism.” ' 


“This appears to be [a] drug of choice in combating the akathisia 
syndrome: 57% responded favorably and lost practically all of the 
unpleasant symptoms that characterize this condition.” 


“‘...it proved a worthy addition to the therapy of parkinsonism because 
it afforded relief to many patients who had failed to respond to other 
drugs.” ° 


‘..Kemadrin, shows promise of definite value in the armamentarium 
of the physician in the treatment of Parkinsonism, especially in those 
Cases which have not responded to other drugs.” “ 
Konchegul, L.: M. Ann. D. of C. 27:405 (Aug.) 1958. 
2. Kruse, W.: Dis. Nerv. System 21:79 (Feb.) 1960. 


. Zier, A. and Doshay, L. J.: Neurology 7:485 (July) 1957. 
. Lerner, P. F.: J. Nerv. & Ment. Dis. 123:79 (Jan.) 1956. 


Complete literature available on request. 
Oe a 


B val BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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WHENEVER COUGH THERAP 
IS INDICATED 


sae 


THE COMPLETE Rx 
FOR COUGH CONTROL 


cough sedative / antihistamine 
decongestant / expectorant 
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= relieves cough and associated symptoms 
in 15-20 minutes = effective for 6 hours or 
longer = promotes expectoration m= rarely 
constipates = agreeably cherry-flavored 


Each teaspoonful (5 cc.) of HYCOMINE* Syrup contains: 
Hycodan® 


Dihydrocodeinone Bitartrate . . 5 mg.) 
(Warning: May be nabit-forming) 6.5 mg. 

Homatropine Methylbromide . . 1.5 mg./ 
Pyritamine: Maleate. °C 12.5 mg. 
‘Phenylephrine Hydrochloride.. . . . . . . 10 mg. 
Ammonium Chloride .-. . . . 2... 60 mg. 
Soda Uyrate ww ee See 85 mg. 


Average adult dose: One teaspoonful after meals and at 
bedtime. May be habit-forming. Federal law permits oral 
prescription. 


Literature .on request 
ENDO LABORATORIES 
Richmond Hill 18, New York 


*U.S. Pat. 2,630,40C 











































.. discouraged, apprehensive because 
of recurrent bronchospasm and 
dyspnea. 


this tame ... 


Ataraxoid 


prednisolone-hydroxyzine HCl 


in bronchial_asthma 
and other severe 
respiratory allergies 





Science 
for the world’s 
well-being ™ 


PFIZER LABORATORIES 
Division, Chas.Pfizer > Co., Inc. 
Brooklyn 6, New York 


IN BRIEF 


ATARAXOID combines the tension-relieving 
effects of hydroxyzine with the anti-allergic 
action of prednisolone, a well-established corti- 
costeroid, for superior control without unexpected 
side effects. 


INDICATIONS : Allergic states, including chronic 
bronchial asthma and severe hay fever; rheuma- 
toid arthritis, collagen diseases, and related 
conditions; other musculoskeletal disorders (my- 
ositis, fibrositis, bursitis, etc.); and allergic/in- 
flammatory diseases of the skin and eyes. 


ADMINISTRATION AND DOSAGE: ATARAXOID dosage 
varies with individual response. Clinical experi- 
ence suggests the following daily dosage: Initial 
therapy — 4-6 ATARAXOID 5.0 Tablets. Maintenance 
—1-4 ATARAXOID 5.0 Tablets or 2-8 ATARAXOID 
2.5 Tablets. After initial suppressive therapy, 
gradual reduction ofprednisolone dosage should 
begin and continue until the smallest effective 
dose is reached. Prescribe in divided doses, after 
meals and at bedtime. 


SIDE EFFECTS: Prednisolone may produce all of 
the side effects common to other corticosteroids. 
As with other corticosteroids, insomnia, mild 
hirsutism, moonface and sodium retention have 
occurred. Osteoporosis may develop after long- 
term corticosteroid therapy. 


PRECAUTIONS AND CONTRAINDICATIONS: Usual 
corticoid precautions should be observed. Inci- 
dence of peptic ulcer may increase on long-term 
sneiiniaticns therapy. However, therapy has 
often been maintained for long periods without 
adverse effects. Contraindicated in infectious 
disease including active tuberculosis (except 
under close supervision), peptic ulcer, certain 
infections of the cornea, such as dendritic kera- 
titis, superficial punctate keratitis, epidemic 
keratoconjunctivitis, and in patients with emo- 
tional instability. Caution is indicated in the 
treatment of patients with severe cardiovascular 
disease, and in some cases sodium restriction 
and potassium supplementation must be con- 
sidered. 


SUPPLIED: As green, scored ATARAXOID 5.0 Tab- 
lets, containing 5 mg. prednisolone and 10 mg. 
hydroxyzine Fredirotiiodide and blue, scored 
ATARAXOID 2.5 Tablets containing 2.5 mg. pred- 
nisolone and 10 mg. hydrocpaue bedioddionae. 


More detailed professional information available 
on request. 








listless, | feel better— 
fatigued— Bena 
even | 
“hypochondriac” 
patients 





alerts the mind 
tones the body 


here’s why: Each day’s dose of Alertonic (3 tablespoonfuls) contains: 
a mild psychic stimulant: Meratran (pipradrol) Hydrochloride, 2 mg. 


abundant vitamins & minerals: Vitamin B. (Thiamine Hydrochloride), 
10 mg.; Vitamin Be (Riboflavin) ,5 mg.; Vitamin Be (Pyridoxine Hydrochloride) , 
1 mg.; Niacinamide, 50 mg.; Choline, 100 mg.; Inositol, 100 mg.; Iodine (as 
Potassium Iodide), 1 mg.; Calcium Glycerophosphate, 100 mg. and one milligram 
of each of the following: cobalt, manganese, magnesium, zinc, molybdenum. 


in a rich 15% alcohol base 


Dosage: One tablespoonful t.i.d. 30 minutes before meals. 
Supplied: Pint bottles, on B only. 


To date more than 30 million doses have been prescribed. 


THE WM. S. MERRELL COMPANY 


CINCINNATI, OHIO * ST. THOMAS, ONTARIO — travemarxs: ALERTONIC®@, MERATRAN® 
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indicated hes effective 
in all degrees mm Oy itself in most 
of hypertension 
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HYDROPRES can be used: 


® a2/O/e (In most patients, HYDROPRES is the only antihypertensive medication needed.) 


72S Da ( 


as Das/c T/) | ( ( ef Qrugs /7 nec (Should other anti- 
hypertensive agents need to be added, they can be given in much lower than usual dosage 
so that their side effects are often strikingly reduced.) 

» as rep/ace/s ) patients now treated with other drugs 
(In patients treated with rauwolfia or its derivatives, HYDROPRES can produce a greater anti- 
hypertensive effect. Moreover, HYDROPRES is less likely to cause side effects characteristic 
of rauwolfia, since the required dosage of reserpine is usually less when given in combination 
with HydroDIURIL than when given alone.) - 


HYDROPRES- 25 HYDROPRES-50 


25 mg. HydroDIURIL, 0.125 mg. reserpine. 50 mg. HydroDIURIL, 0.125 mg. reserpine. 
One tablet one to four times a day. One tablet one or two times a day. 


If the patient is receiving ganglion blocking drugs or hydralazine, 


their dosage must be cut in half when HYDROPRES is added. 


For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


D> MERCK SHARP & DOHME, DivisiON OF MERCK & CO., INc., PHILADELPHIA 1, PA. 


#HYDROPRES AND HYDRODIURIL ARE TRADEMARKS OF MERCK & CO., INC. 
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new clinical study’ 
cites beneficial 
results in over 
90% of cases in 





Use of SARDO in 118 dermatological patients to relieve 
dry, itchy, scaly, fissured skin achieved these excellent 








results: 
CASES AFTER SARDO* 
Excellent Good Poor 

49 Senile skin 32 13 4 
26 Dry Skin in younger 

patients (diabetes, etc.) 14 14 1 
20 Atopic dermatitis 8 10 2 
13 Actinic changes 9 4 ~ 
10 Ichthyosis 3 4 3 
Skin Conditions Benefited No Benefit 
20 Nummular dermatitis 19 1 
10 Neurodermatitis 10 — 














SARDO acts! to (A) lubricate and soften skin, (B) replenish natural ae fe G.: 
emollient oil, (C) prevent excessive evaporation of essential moisture. — — 





SARDO releases millions of microfine water-miscible globules to pro- 2. Spoor, H. J.: ad 
vide a soothing suspension which enhances the efficacy of your other _N. Y. St. J. Med., 
th Oct. 15, 1958. Mec 
erapy. d 
P J ba *patent pending = 
SARDO is pleasant, convenient, easy to use; non-sticky, non-sensitiz- T.M. ©1960 acet 
ing. Bottles of 4, 8 and 16 oz. of p 
for SAMPLES and complete reprint of Weissberg paper, please write... ee 
carb 
Sardeau, Inc. 75 Fast 55th Street, New York 22, N. Y. 
"Trader 
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Analgesics alone merely mask pain. 
New Medaprin adds Medrol* to 
suppress the inflammation that causes 
the pain and stiffness. Thus, to the 
direct relief of musculoskeletal pain, 


3 - 
ledaprin 
adds restoration of function. 


Medaprin is supplied in bottles of 100 
and 500 tablets, each containing: 300 mg. 
acetylsalicylic acid for prompt relief 

of pain; 1 mg. Medrol to suppress the 
Causative inflammation; 200 mg. calcium 
carbonate as buffer. 





























*Trademark, Reg. U. S. Pat. Off. — methylprednisolone, Upjohn 


tTrademark 


THE UPJOHN COMPANY 
KALAMAZOO, MICHIGAN 
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“the most eftective drug against tremor...” 


IN PARKINSONISM Parsidol exceeds all other drugs for reducing 
tremor,! a major impairment in this disease. Parsidol also lessens 
rigidity, brightens the patient’s mood and contributes to restoration 
of self-confidence. Especially well tolerated by older patients,'?.3 
Parsidol is effective alone,and most patients respond well to a main- 
tenance dosage of 50 mg. q.i.d. Parsidol is compatible with other 
antiparkinsonian drugs and can be given in combination if so desired. 


PARSIDOL 
brand of sili 3 ig ga | RS 
PARKINSONISM & 


MORRIS PLAINS, NJ 
. 














1. Schwab, R. S. and England, A. C.: J. Chron. Dis. 8:488 (Oct.) 1958. 
2. Schwab, R. S.: Geriatrics 14:545 (Sept.) 1959. 
3. Doshay, L. J. et ai.: J.A.M.A. 160:348 (Feb. 4) 1956. PAR-GPO4 
























exclusive advantages 
m quinidine therapy 
to control cardiac 
arrhythmias 


QUINAGLUTE’ 
DURA-TAB S.M. 


the only oral Sustained Medication* Quinidine Gluconate (5 gr.) 


b. 1. d. dosage (every 12 hours) 


i te 
h dose of Quinaglu ; 
mei S.M. maintains uniform 


plasma levels up to 12 hours. 
No night dosage needed. . 
No valleys where arrhythmias 


tend to recur. 







Sluconate iS bette 


rt 
by the 8astrointes Olerateq 


tinal tract. 








An unexcelled quinidine Dosage: for conversion of auricular fibrillation to 
: ; normal sinus rhythm, in most cases, 2 Quinaglute 
in premature contractions _ Dura-Tab S.M. tablets 3 to 4 times a day, for 2 to 


; - 3 days; longer periods are required in some patients 
auricular tachycardia ... for maintenance 1 to 2 tablets every 10 to 12 


flutter, fibrillation hours. Bottles of 30, 100 and 250. 


: 1. Bellet, S.: Finkelstein, D., and Gilmore, H.: 
PAGE 893 A.M.A. Archives Int. Med. 100:750, 1957. 


2. Bellet, S.: Amer. Heart J. 56:479, 1958. 
Samples and complete literature available from WYNN PHARMACAL CORPORATION 
5119 West Stiles Street, Philadelphia 31, Pa. 


i e 
Now also available... INJECTABLE QUINAGLUTE 
10 cc. Multiple Dose Vials, 0.08 Gm. Quinidine Gluconate per cc. *U.S. Patent 2895881 
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PRONEMIA provides iron in a highly efficient and 
readily accepted form —as ferrous fumarate — for a 
heightened hematologic response per mg./dose and 
a lowered risk of gastrointestinal irritation. Formula 
and toleration assure full dosage every day... be- 
cause patients rarely forget, or reject, the once-a- 
day regimen. PRONEMIA includes all needed hematinic 
factors with AUTRINIC® Intrinsic Factor Concentrate 
and Vitamin By». 








EFFICIENT & ACCEPTABLE 


Each PRONEMIA capsule contains: 


Vitamin Biz with AUTRINIC ® 
Intrinsic Factor Concentrate 
2 U.S.P. Oral Units 


Ferrous Fumarate ........ 350 mg. 
(Elemental iron, 115 mg.) 


Ascorbic Acid (C) ........ 150 mg. 


FOS ACH wecccscsvceces 2 mg. 


Available on your prescription only. 


IN EASY 1-CAPSULE DAILY 





LEDERLE LABORATORIES, a Division of 


zp AMERICAN CYANAMID COMPANY 


Pearl River, New York 


PRONEMIA 


Hematinic Lederle 
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basic in the care of the aging 


Metalex: 


when body tone, mental 
and sensory faculties 
begin to fade—she’s 
irritable, confused, 
forgetful, apathetic 


when vision begins to dim— 
in loss of 

visual acuity, in 

loss of peripheral 

vision 

when voices begin to fade— 


in loss of auditory 
acuity, in tinnitus 


Met alex cerebral stimulant/vasodilator 


The stimulant — pentylenetetrazol—facil- 
itates cerebral and reflex nerve activity. 
The vasodilator —nicotinic acid—aug- 
ments blood and oxygen supply to vital 
areas— 

Thus, METALEX increases body tone and 
aids mental and sensory faculties. 
Composition: Each teaspoonful (5 ml.) of 
the Elixir and each Tablet contains: Pentyl- 
enetetrazol 100 mg., Nicotinic Acid 50 mg. 


Dosage: One or two teaspoonfuls of the 
Elixir or one or two Tablets four times a 
day —one-half hour before meals and before 
bedtime. 


Available: Elixir: Pint and Gallon bottles. 
Tablets: Bottles of 100 and 1000. 


References: 1. Goodman, L, S. and Gilman, A.: The 
Pharmacological Basis of Therapeutics, 2nd Ed., New 
York, Macmillan Company, 1955. 2. O’Reilly, PB O., 
Demay, M. and Kotlowski, K.: Cholesteremia and 
Nicotinic Acid, A.M.A. Arch, Int. Med. 100:797-801 
(Nov.) 1957. 


~ STORCK Pharmaceuticals, Inc., 
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2326 Hampton Bivd., St. Louis 10, Mo. 





Before application of White’s Vitamin After daily treatment with White’s Vita- 

A & D Ointment — Severe decubitus ulcer min A & D Ointment—The ulcer is now 

in area over greater tuberosity of femur. filled with granulation tissue and shows 
signs of re-epithelization at margins. 





PROMOTES | 
IN 
DECUBITUS anp VARICOSE ULCERS 
IN AGED PATIENTS 








CHRONIC and DIABETIC ULCERS; ECZEMAS, 
| DRY SKIN, DETERGENT DERMATITIS, URINE 
| BURNS, DIAPER RASH, NIPPLE CARE (fissured 
nipples); EPISIOTOMY and CIRCUMCISION 
WOUNDS; MINOR BURNS and WOUNDS, and 
| SKIN ABRASIONS. 


Supplied in 1¥2 and 4 oz. tubes; 1 Ib. jars and 5 lb. 


containers. 


WHITE LABORATORIES, INC., KENILWORTH, NEW JERSEY 


Before application of White’s Vitamin After daily treatment with White's Vita- 

A & D Ointment — Treatment - resistant min A & D Ointment—Completely healed 

varicose ulcer in elderly obese patient. ulcer photographed five weeks after the 
start of treatment with White’s Vitamin 
A & D Ointment. 
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the conservative therapy of choice 
for elderly hypertensives 


VERATRITE 


“Drug therapy of hypertension in elderly patients 
should be conservative and designed to moderate 
the diastolic pressure gradually, not normalize it 
suddenly." Therefore, it is wise to use a moderately 
potent hypotensive drug, like cryptenamine, which 
also slows the pulse rate and allows more time for 
coronary blood flow during diastolic pauses. And, 
from the bradycardic effect or from more direct 
pharmacologic actions on the myocardium, it 
seems to have a tonic or digitalis-like action that 





has been noted both experimentally and clinically. 
This is useful in the elderly hypertensive where 
you may not want to prescribe digitalis but want 
digitalis-like effects.* 


Based on the above criteria, Veratrite qualifies as 
ideal conservative therapy for elderly hypertensives. 
For it not only produces a gradual fall in blood 
pressure but also slows the pulse rate. And it im- 
proves circulation to vital organs, relieves dizziness 
and headache and also can induce a tonic effect 
that results in a sense of well being. Furthermore, 
Veratrite produces these effects with unusual safety 
and without annoying side effects. 

Each Veratrite tabule contains: Dosage: 1 or 2 tabules 
Cryptenamine (tannates) 40 C.S.R.t Units prea preferably 2 hours 


Sodium nitrite gr. r meals. 
Phenobarbital Y% gr. 


Meiaber t Carotid Sinus Reflex 
*Wilkins, R. W.: Postgrad. Med. 26:59, 1959. 


IRWIN, NEISLER & CO. ¢ Decatur, Illinois 
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Stops the itch she dreads to scratch 


hin minutes, ES-A-CORT can help you control the intol- T.M 
able discomfort and embarrassment of pruritus vulvae oe Ba 
legardless of cause. Clinical experience has proved 
Skee : CREME H 4.6 LOTION 
A-CORT'’S balanced combination of hydrocortisone, ” ’ 
10 : : : , 2 micronized hydrocortisone al- 
gen, and vitamin A ...potentiated by DOME’'s exclu cohol, vitamin A and estrone in 
€ ACID MANTLE vehicle... promptly and safely relieves the exclusive ACID MANTLE® ve- 
lammation, itching and edema; facilitates healing, and hicle. 


tores the normal tonicity vitality and protective acidity DOME CHEMICALS INC. 
mucosa and skin. New York + Los Angeles 


WORLD LEADER IN DERMATOLOGICALS 



















Recent Advances in Neuro-Physiological 
Research 


D. EWEN CAMERON, M.D., and MILTON GREEN- 
BLATT, M.D., editors, 1959. Washington, D.C.: Amer- 
ican Psychiatric Association. 136 pages. Illustrated. 
$2.00 

This small, paper-backed volume is_ the 
eleventh in the series of research reports 
published by the American Psychiatric 
Association. “Fhe current volume of this 
popular series contains the papers and dis- 
cussions of a regional conference held No- 
vember 8 to 9, 1957, in Montreal, Canada, 
under the auspices of the Department of 
Psychiatry of McGill University and _ the 
Committee on Research of the A.P.A. 

The papers represent a variety of biolog- 
ic and social investigations having signifi- 
cant application in the field of psychiatry. 
It is beyond the scope of this review to 
cover the individual reports, but certain 
papers were of special interest to the re- 
viewer and deserve the interest of readers 
of Geriatrics. “Types of Memory Disturb- 
ance in Senescence” and a paper entitled 
“Memory Defect in Bilateral Hippocampal 
Lesions” describe and relate various types 
of disordered memory to pathologic neuro- 
physiologic alteration. ‘The former gives the 
findings of a clinical investigation, and the 
latter correlates neuropathologic lesions 
with types of memory loss and defines the 
role of the hippocampus to the learning 
process. 

\nother paper of special appeal has the 
title “Sleep Techniques.” Its authors de- 
scribe a method of classifying psychiatric 
disorders correlating electroencephalograph- 
ic changes with sedation and sleep thresh- 
holds induced by sodium amytal. By this 
method they also can predict which pa- 
tients will benefit by electroshock therapy. 


Those readers mechanistically inclined 
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All books intended for review 
and all correspondence relating to 
this department should be sent 

to Book Editor, GERIATRICS, 

84 South Tenth Street, 
Minneapolis 3, Minnesota. 


will be delighted with the method described 
in the paper entitled “The Use of the Elec- 
trogastrograph in Problem Identification 
in Psychoneurotic Patients,” complete with 
technical description and photograph of the 
apparatus and results of its clinical appli- 
cation. 
To be commended is Howard Liddel’s 
“A Biologic Basis for Psychopathology.” 
There is much of interest in this mono- 
graphic collection of papers for psychia- 
trists, psychologists, and others interested 
in the biology of human_ behavior. 
MABEL G. MASTEN, M.D. 
Miami 


Clinical Auscultation of the Heart 

SAMUEL A. LEVINE, M.D., and W. PROCTOR HAR 
VEY, M.D., 1959. Philadelphia: W. B. Saunders, Inc. 
652 pages. Illustrated. $11.00. 

During the past decade there has been a 
rebirth of the stethoscope and bedside clin- 
ical evaluation of cardiovascular disease. 
Cardiac surgery, cardiac catheterization, 
vectorcardiography, and phonocardiography 
have supplied such valuable anatomic, he- 
modynamic, and correlative data that cer- 
tain of these specialized investigations have 
become dispensable because of improved 
clinical knowledge. The contributions of Dr. 
Paul Wood and Dr. Aubrey Leatham of the 
British school and of Dr. Victor McKusic, 
the authors of this book, and others have 
been greatly instrumental in the reemphasis 
of and new advances in auscultation phe- 
nomena. The great amount of useful and ac- 
curate information obtainable from a care- 
ful and intelligent examination of the pulse, 
neck veins, and heart of every patient cannot 
be too highly emphasized. In fact, when the 
information from an astute history and car- 
diovascular examination is combined with 


(Continued on page 56A) 
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DIMETANE EXPECTORANT SS 
DIMETANE’ EXPECTORANT-DC 


A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA 





Gratifying relief from 
C 


for your patients with 
‘low back syndrome’ and 
other musculoskeletal disorders 


POTENT muscle relaxation 
EFFECTIVE pain relief 


SAFE for prolonged use 
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stiffness and pain 





" s, [ atifyin 4 x relief from stiffness and pain 


in 106-patient controlled study 
(as reported in J.A.M.A., April 30, 1960) 


“Particularly gratifying was the drug's [Soma’s] 
ability to relax muscular spasm, relieve pain, and 
restore normal movement... Its prompt action, 
ability to provide objective and subjective assist- 
ance, and freedom from undesirable effects re- 
commend it for use as a muscle relaxant and anal- 
gesic drug of great benefit in the conservative 
management of the ‘low back syndrome’.” 


Kestler, O.: Conservative Management of “Low Back Syndrome”, 
].A.M.A. 172: 2039 (April 39) 1960. 
FASTER IMPROVEMENT—79% complete or marked 
improvement in 7 days (Kestler). 


EASY TO USE—Usual adult dose is one 350 mg. tablet 
three times daily and at bedtime. 


SUPPLIED: 350 mg., white tablets, bottles of 50. 
For pediatric use, 250 mg., orange capsules, bottles of 50. 


Literature and samples on request. 


SOM 


(CARISOPRODOL WALLACE) 


i) WALLACE LABORATORIES, CRANBURY, NEW JERSEY 
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the electrocardiographic and _ fluoroscopic 
findings, an accurate diagnosis in both con- 
genital and acquired heart disease is possible 
in the great majority of patients without the 
need of help from further specialized diag- 
nostic technics. This text is not intended to 
include a comprehensive review of analysis 
of the pulse and neck veins; thus, other writ- 
ings will have to be consulted for definitive 
information concerning these components 
of the cardiovascular examination. 

[his textbook is a complete and thorough 


presentation of all of the important points 


and implications of auscultation of the 
heart. 
The introduction contains many often 


overlooked ‘“‘pearls’”” on stethoscope types; 
tubing; use of the diaphragm, bell, and 
earpieces; and the position of the physician 
and the patient. 

The 
presented in a clear, well organized, and 


content of this excellent book is 
logical form. The illustrations are expertly 
and beautifully done. The over-all appear- 
ance of the book is very good. The authors’ 
views seem to be factual and accurate 
throughout the book. 

All students 


about using a stethoscope and about car- 


and physicians who care 


diovascular disease should certainly have a 
book. 
RAY PRYOR, M.D. 


knowledge of the contents of this 


Denver 


Arterial Embolism in the Limbs 
A. L. JACOBS, D. M., 1959. Baltimore: Williams and 
Wilkins Co. 185 pages. Illustrated. $8.00. 
Chis is a most useful monograph on the 
clinical and pathologic findings in 122 inci- 
dents of limb embolism in 69 patients. 
There were 55 deaths and 48 autopsies. Post- 
mortem arteriographs were obtained in 
many instances and compared with: the sub- 
sequent pathologic specimen. 

The presentation is uniformly concise and 


lucid, and supplemented by many angio- 
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grams, tables, and diagrammatic sketches. 
Many of the “pearls” are collected in a sum- 
marizing paragraph. Among these are such 
statements as: “The sites of the pulse defi- 
ciencies take precedence over all other signs.” 
“A weakened arterial pulse has the same 
“The limb 


embolic occlusions treated 


significance as an absent pulse.” 
survival rates of 
either surgically or medically are no higher 
than that of untreated embolism.” “Critical 
examination of the evidence indicates that 
the importance of embolic arteriospasm has 
been much exaggerated.” “Though the 
number of successes is not great, embolec- 
tomy holds first place in the treatment of 
embolism of the larger limb arteries. Little 
benefit can be shown from the various forms 
and some of 


of medical treatment in use 


them may be harmful.” 

A good index and a large bibliography 
add further to the value of the text. 

The book is highly recommended as a very 
useful presentation of a frequently neglected 
subject. 

HANS H. HECHT, M.D. 
Salt Lake City 


Measurement of Subjective Responses: 
Quantitative Effects of Drugs 
HENRY K. BEECHER, M.D., 1959. New York: Oxford 
University Press. 494 pages. Illustrated. $12.75. 
The basic purpose of the text is to show 
that a quantitative approach to sensation, 
mood, and other subjective responses is pos- 
sible. The book provides a comprehensive 
treatment of the measurement of pain and 
deals with a quantitative approach to the 
effects of drugs on a variety of subjective 
states. Among subjects discussed are the 
measurement of mental clouding, sedation 
and hypnotic states, sleep, effects of anes- 
thetic agents on subjective states, euphoria 
and dysphoria, hunger, nausea, itching, and 
quantifiable expressions of anxiety. Also dis- 
cussed is a group of drugs now attracting 
great interest, the psychotomimetic agents. 

The book is indexed and will be interest- 
ing to those who have the same curiosity as 
the author. 

JOHN S. LUNDY, M.D. 


Chicago 
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m the treatment of 
dry skin dermatoses .. 


BATH OIL) \ i) ANGLE 
| Oilated 





for Colfoidat 


Emoltiient Bath: 


. 1 Ae , lA f An : 
the reis a world of arvereneée 


between a “Bath Oil” and an “Aveeno ( 


AVEENO OILATED 


Colloidal Emollient Baths 


In the treatment of dry skin dermatoses, there is a vast difference between “bath oils” and 
Aveeno Oilated Baths. The colloidal oatmeal in Aveeno Oilated imparts antipruritic, anti- 
inflammatory properties that cannot be obtained by simply adding a “bath oil” to water. 


And since Aveeno Oilated is saturated with 35% added oils, enough oil is left on the skin after 
the bath to retard moisture loss. 


Aveeno Oilated Baths are ideal for dry skin dermatoses that require quick relief of pruritus 
and low-grade inflammation. They also hydrate the dry skin, help restore skin flexibility, and 
confer greater resistance to cracking or fissuring. 
DRY SKIN DERMATITIS SENILE PRURITUS BATH ITCH 
COSMETIC DRY SKIN ATOPIC DERMATITIS 


AVEENO CORPORATION « 250 West 57th Street, New York 19, N. Y. 
Pioneers in Ethically Promoted Colloid Bathe. 
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this is 


PLEXONAL 


{A UAL SIZE AND SHAPED 


* Sobimain results are 
obtained by gradually 
increasing the dosage to 
the maximum the patient 
can tolerate without the 
appearance of drowsiness. 
The following procedure 
for dosage adjustment has 
proven highly successful: 
Take one tablet 2 times 
per day for 2 days. On the 
third day increase the 
daily dosage by one tablet. 
Similarly increase the 
dose every third day 
thereafter, to the point 

of drowsiness. 

For example, if one tablet 
4 times a day produces 

an obvious sleepy feeling, 
and on three the patient 
is comfortable, then the 
proper dose will be three 
tablets per day. 





a superior daytime relaxing agent 


PLEXONAL 


Comparative clinical studies show that PLEXONAL is superior 
to meprobamate or barbiturates for daytime relaxation‘’ 


“Plexonal was preferred (superior therapeutic effect) by 73.7 per cent 
of the patients, whereas 11.1 per cent preferred meprobamate, a ratio of 
6.6 to 1....30.5 per cent noted adverse reactions to meprobamate 

as compared to 7 per cent in respect to Plexonal.... Plexonal gave better 
results than did any of the sedative or relaxing agents that have been 
available during our experience covering the previous 15 years.”’' 


As a daytime relaxant, “it is well suited especially for the treatment 
of hyperexcitability and anxiety.’’* 


Indications: Anxiety, tension, apprehension, nervousness, irritability, 
restlessness, hyperexcitability. 


Extremely well tolerated by geriatric patients who need mild sedation, 
as well as by depressed patients. 


Dosage: One tablet 8 or 4 times a day is adequate for most patients. 
However, some require up to six tablets per day, whereas others respond 
adequately to as little as 1 tablet per day.* 


Composition: Each tablet contains sodium diethylbarbiturate 45 mg., 
ablet sodium phenylethylbarbiturate 15 mg., sodium isobutylallylbarbiturate 
25 mg., scopolamine hydrobromide 0.08 mg., dihydroergotamine meth- 


3 
ling, anesulfonate 0.16 mg. 
ent : 
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on 1. Scheifley, C. H.: Proc. Staff Meet. Mayo Clin, 34:408 (Aug. 19) 1959. \ 
2. Kadish, A. H.: Clin. Med. 2:379 (March) 1955. SANDOZ 
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Patients are happier when doctors choose 






They are free of the visceral discomfort and 
prolonged embarrassment so often caused 
by older enema methods. The ready-to-use 
Fleet Enema squeeze bottle also does away 
with troublesome preparation and cleanup 
procedures. Insertion is made easy and safe 


You can order Fleet Enema with confidence for a variety 
of diagnostic and therapeutic purposes—even for 


100 cc. contains: 16 Gm. sodium biphosphate and 6 Gm. 
4'/-fl.oz. squeeze bottle. Pediatric size, 2% fl.oz. Also 


Retention Enema, 414-fl.oz. ready-to-use unit containing Mineral Oil U.S.P. 


1. Rosenfield, H. H., et al.: Obst. & Gynec. 11:222, 1958. 2. Hellman, L. D.: To be published. 





Fleet’ Enema 


with the pre-lubricated, anatomically cor- 
rect 2-inch rectal tube. Most important — 
Fleet Enema provides a quick yet thorough 
cleansing action with only 41/2 fl.oz. of pre- 
cisely formulated, standardized solution.’ 





patients on sodium-restricted regimens.2 Systemic 
absorption is negligible, 


‘B> FLEET ENEMA 


READY-TO-USE SQUEEZE BOTTLE 


sodium phosphate in 
available: Fleet Oil 


Cc. B. FLEET CO., INC, LYNCHBURG, VIRGINIA 





ENCOURAGING NEWS 
IN ANGINAL THERAPY 
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In their thoroughly documented report on 60 angina patients studied by open 
Clinical trial, Fisch, Boyle, Sperber, and DeGraff found improvement in 75% of 
patients; 18% did not respond. Minor side reactions (mostly headache) hindered 








evaluation in only 7% of the patients treated. 


Average Dosage Low, 
but Individualization Required 


Average effective dose of ISORDIL was 10 
mg. q.i.d.; 26% of patients received higher 
doses, 16% lower doses. Of all patients, 
87% receivedand tolerated 5to 15mg. q.i.d. 


Headache Commonest Side Effect, 
Easily Relieved 


Although headache occurred initially in27% 
of patients studied, it caused discontin- 
uance of ISORDIL in only 4 patients. Con- 
tinued therapy, adjustment of dosage, or 
use of acetylsalicylic acid relieved headache 
in all other cases. 


ORDIL 


b/ econton COMPANY «+ New York 16, New York 


Literature and Professional Samples Available on Request. 


Other Studies Confirm Results, 
Establish Additional Benefits 


Maintenance of active coronary vasodila- 
tation by ISORDIL, as shown by Leslie,? 
Albert? and Fremont,‘ virtually eliminates 
periods of unprotection. Benefits are ap- 
parent as early as 15 minutes, persist for 
at least 4 hours. No lag in onset. . . impor- 
tant during early morning and postprandial 
stress. 








References: 1. Fisch, S., Boyle, A., Sperber, R., and 
DeGraff, A.C.: Presented at the annual meeting of the 
American Therapeutic Society, Miami Beach, Florida, 
June 10, 1960. To be published. 2. Leslie, R.: Sub- 
mitted for publication. 3. Albert, A.: In Manuscript. 
4. Fremont, R.E.: To be published. 
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for the 

geriatric patient 
measured calories 
for adequate 
nutrition 

with high satiety 

on 900 calories a day 


...without appetite ° 


depressants 


ETRECALE 


IETARY FOR WEIGHT CONTROL 





adequate nutrition 

Metrecal and Metrecal alone is the complete diet. 
The 900-calorie daily ration provides 70 Gm. of pro- 
tein, permitting the geriatric patient to remain in 
positive nitrogen balance. Vitamins and minerals are 
included to meet minimum daily requirements. 


a common problem in the elderly 

In later life, overweight “*...from sheer overeating is 
a common and serious problem...[ which] becomes 
increasingly detrimental with advancing age.’”! The 
Metrecal program is particularly suitable for geriat- 


“ee 


ric patients who frequently require “...diets as low 
as 800 calories daily....”? And when more liberal 
diets are permitted, the daily Metrecal ration may be 
increased, or Metrecal may be used in conjunction 
with other foods. 
clinical reports encouraging 

Metrecal has produced significant weight loss in sim- 
ple overweight,’ as well as in overweight complicated 
by serious medical disorders common to elderly 
patients, such as arthritis, cardiovascular disease, 
diabetes, and gout.> Typical results include average 
total per-patient losses of 642 pounds in a 12-day 
study, and 6.3 pounds during the first week of an- 
other study.° In each study the excellent patient 
cooperation noted was attributed to the high satiety 
of Metrecal, its palatability, good tolerance, and sim- 
plicity in use without calorie counting or menu plan- 


“ning. 


And now for maximum convenience! 
new METRECAL LIQUID 

Each 8 fluid ounce can, a delicious, ready-to-drink 
225-calorie meal. Available in Chocolate, Vanilla, and 
Butterscotch flavors. 

references: (1) Stieglitz, E. J.: Geriatric Medicine: Medical 
Care of Later Maturity, ed. 3, Philadelphia, J. B. Lippincott 
Company, 1954, p. 34, (2) Sebrell,; W. H., Jr., and Hundley, 
J. M., in Stieglitz, E. J.: op. cit., p. 188. (3) Antos, R. J.: The 
Use of a New Dietary Product (Metrecal) For Weight Reduc- 
tion, Southwestern Med. 40:695-697 (Nov.) 1959. (4) Tullis, 
I. E: Initial Experience with a Simple Weight Control For- 
mula, to be published. (5) Roberts, H. J.: Effective Long- , 
Term Weight Reduction — Experiences With Metrecal, 
to be published. 
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IN ANGINA PECTORIS AND 
CORONARY INSUFFICIENCY 


... the treatment must go further 
than vasodilation alone. It should also 
control the patient’s ever-present 
anxiety about his condition, since 
anxiety itself may bring on 

further attacks. 


AFTER MYOCARDIAL INFARCTION 


...it is frequently not enough to 

boost blood flow through arterial 
offshoots and establish new circulation. 
The disabling fear and anxiety that 
invariably accompany the condition 
must be reduced, or the patient 

may become a chronic invalid. 





Protects your coronary patient 


better than vasodilation alone 


Unless the coronary patient’s ever-present anxiety 


about his condition can be controlled, it can easily induce 


an anginal attack or, in cases of myocardial 
infarction, considerably delay recovery. 


This is why Miltrate gives better protection for the heart 
than vasodilation alone in coronary insufficiency, angina 
pectoris and postmyocardial infarction. Miltrate contains 
not only PETN (pentaerythritol tetranitrate), acknowledged as 
basic therapy for long-acting vasodilation. What is 

more important — Miltrate provides Miltown, a tranquilizer 
of proven effectiveness in relieving anxieties, fear and 
day-to-day tension in over 600 clinical studies. 


Thus, your patient’s cardiac reserve is protected against his fear 


and concern about his condition...and his operative arteries 
are dilated to enhance myocardial blood supply. 





Miltown® (meprobamate) + PETN 


Supplied: Bottles of 50 tablets. 
Each tablet contains 200 mg. 
Miltown and 10 mg. penta- 
erythritol tetranitrate. 
Dosage: | or 2 tablets q.i.d. 
before meals and at bedtime, 
according to individual require- 
ments. 


REFERENCES 

1. Ellis, L. B. et al.: Circulation 
17:945, May 1958. 2. Friedlander, 
H. S.: Am. J. Cardiol. 1:395, 
Mar. 1958.8. Riseman, J. E.F.: New 
England J. Med, 26/:1017, Nov. 
12, 1959. 4 Russek, H. I. et al.: 
Circulation 12:169, Aug. 1955. 
5. Russek, H. L.: Am. J. Cardiol. 
3:547, April 1959. 6, Tortora, 
A. R.: Delaware M. J. 30:298, 
Oct. 1958. 7% Waldman, S. and 
Pelner, L.: Am. Pract. & Digest 
Treat. 8:1075, July 1957. 
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Where the 
T.E.D, Anti-Embolism Stocking 


is prescribed regularly 





Hospital fatality 
rates due to 
pulmonary embolism 


are consistently lower’ 


Reduces expected incidence 
of fatal pulmonary embolism 
by as much as 65% 


In the majority of cases, fatal pulmonary emboli 
begin as clots—originating in the deep veins 
of the calf. Evidence in support of this is 
overwhelming.?:4,5,6 
As a result, more and more doctors are 
using T.E.D. Anti-Embolism Stockings 
—an effective, inexpensive procedure for 
routine, preventive use in surgical, medical, 
obstetrical and other bed patients. The even 
pressure of these stockings reduces the 
caliber of deep leg veins enough to 
accelerate blood velocity and thus : R Li ¢ 
discourage thrombus formation.*® Pe eas Se oe 
; é : : - Marino, D. J., and Fuchs, M.: 
Application 1S 80 simple even cea ot 1 tI and Man- 
ee cs an 132307 (May) 1998, 2. Houston, ALN; 


Roy, W. A., and Faust, R. A.: Thrombo- 
range of 10 to 15 mm. phlebitis of Superficial Abdominal Veins, 


















ets. J. A. M. A. 166:2158 (April 26) 1958. 
mg. of mercury. 3. Wilkins, R. W., Mixter, G., Jr.; Stan- 
ta- ton, J. R., and Litter, J.: Elastic Stock- 
F ings in the Prevention of Pulmonary 
i.d. | Embolism, New England J. M. 246:360 
me (Mar. 6) 1952. 4. Judson, W. E.: Present 
ae : Day Treatment of Congestive Heart 
or Failure, The M. Clinics of N. America 
35: 1333-1350 (Sept.) 1950. 5. Tidler, J.: 
Thrombo-Embolic Disorders, N. Carolina 
M. J. 18:65 (Feb.) 1957. 6. Allen, A. W.: 
tion Management of Thrombo-Embolic Dis- 
der, ease in Surgical Patients, Surg., Gynec. 
395, and Obst. 96:107 (Jan.) 1953. 7. Foley, 
New W. T., and Wright, I. S.: Medical Man- 
Nov. agement of Thrombophlebitis, The Heart 
t al.: Bulletin 7:5 (Jan.-Feb.) 1958. 8. De- 
1955 ° Laughter, G. D., Jr., Embolism, Pulmo- 
diol. nary, in Conn., H. F., Current Therapy, 
Sate Philadelphia, W. E. Saunders Co., 1958, 
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Jigest r ore 
| FOR COMPLETE LITERATURE | 
. . 
® } on Thrombo-Embolic prophylaxis using | 
T.E.D. Anti-Embolism Stockings, fill in and 
| mail this coupon to: | 
fa Ei i] | BAUER & BLACK | 
| Dept. GE-9, 809 W. Jackson Bivd., | 
ANTI-EMBOLISM STOCKINGS | ““"*" | 
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THE KENDALL company | Addete = a seems 
BAUER & BLACK | 
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+e 





ee a eee ee 


























Wes 











SINCE 1950...TEN YEARS OF GROWING CONFIDENCE 
IN THE EFFECTIVENESS AND SAFETY OF 


:E NEMID. 


PROBENECID 


N GOUT 





ube 


Di | ia 





RRS Eg O58 











— 
we Si a 4 Sina } iy oe 
into clinical medicine gis 
oe ee *e-& great deal of i 
enthusiasm has been evidenced a of justifiable 
——On_the_use of this drug Pot and numerous reports 
patients who have gout should be offered prolonged 7 
-probenecid...," ee ‘Buch as , 


aS c 
Bartels, C., and Matossian, G. Sv: Gout? 


Six-Year Follow-tj 

Pon Probenecid BENEMID. 
‘Therapy, Arthritis and Pea em 
SuE—19599-——_—__— Rheumatism 2:193, — 








BENEMLID is—"remarkably free from toxic side fe 
reaction....Patients tolerate the drug well ."2 
2.—Lockie,_L._M.,—and_ Talbott, J.: Does Your ___ 
Patient Have Gout?, Scientific Exhibit, 
American Medical Association, New York City, — 
—Sane--3-F,—1957~ 


eee ee 


wreteneetd-isMROT 46 tan ang op ciclcapy — 
‘em sur isa —oL_ _ 
with 0.25 Gn af s--restwent should be institcen 
inereased_tc Bh Sp twice daily for Sta WeeK ee ; 
__ Out interruption,"3” Swicedad ly. thereafter, ae 


——3_Kron 3 See 
— eee Je Cee Wri pomtth, BaP 
clentific pepiras bich Rheuma SPR 
enn OTt, MieTTCEN Meateny nese? 
4 6tcta=-———. 


—tion, Atlantic City, June 8 12,19 
J ste, 1959, 





a 
Gm. tablets, bottles of 100 and 1000. Ye 


hicine and 0.5 Gm. BENEMID. Bottles of 100. 





Supply: BENEMID* probenecid, 0.5 
Also available: CoLBENEMID* 0.5 mg. cole 


al S ; arck S » & Dohme, West Point, Pa 
For additional information, write Pr fessional Services, Merck Sharp & Dohme, W 


Oo) MERCK SHARP & DOHME, DIVISION OF MERCK & CO.,INc., WEST POINT, PA. 


* BENEMID AND Co.BENEMID ARE TRADEMARKS OF MERCK & CO., INC. 








4 
Bre 
elItective 








but it is better tolerated 


IRCON tablet 


] & brand of ferrous fumarat: L ] e ] 
IRCON TABLET CONTAINS 200 MG. FE 


IRON AND IRON ALONE FOR IRON DEFICIENCY ANEMIA 





RROUS FUMARATE. BOTTLES OF 100.c 


68160 


EACH N' 


68A 








Carcinoma 
of the 
tongue 


LOUIS H. JORSTAD, M.D., F.A.C.S., 
and MEREDITH J. PAYNE, M.D. 
ST. LOUIS, MISSOURI 


Radon gold seed implantation is a 
preferable treatment for carcinoma 
of the tongue and should be per- 
formed under general endotracheal 
anesthesia. Lymph node dissection 
is indicated when and if a regional 
lymph node becomes palpable. 


LOUIS H. JORSTAD is a surgeon on the 
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sociate professor of clinical oncology at 
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HH In 1944, a review of the treatment 
of a series of 85 patients with carcinoma 
of the tongue was recorded by ‘orstad 
and Verda.! Of these, 55 were caken 
from ‘the files of the Barnard Free Skin 
and Cancer Hospital and 30 were from 
private practice. It seemed evident by 
the end of this period that interstitial 
irradiation to the tongue lesion and re- 
section of the regional zone of lymphat- 
ics when indicated constituted the most 
effective and rational treatment. The 
results of this method of treatment are 
shown in table 1. Indication for neck 
dissection was the presence of palpably 
enlarged nodes in the drainage zone for 
which no other cause could be elicited. 
As would be expected, the private pa- 
tients were generally seen earlier in the 
course of their disease than were the 
other patients. It was felt that, with the 
early lesion and no palpable adenopa- 
thy in the regional zone, neck dissection 
was not only unnecessary but actually 
contraindicated. Irradiation of definite- 
ly metastatic nodes proved disappoint- 
ing, and prophylactic irradiation to the 
metastatic zone was discontinued. 


Present Series 


A total of 108 patients from private prac- 
tice, seen from 1933 to 1958, is reviewed. 
All patients with a diagnosis of carci- 
noma of the tongue are included; the 
same course of treatment—that is, radon 
to the primary lesion and resection of 
lymph-bearing tissue when indicated— 
has been employed, with only an occa- 
sional exception. 
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Results of Treatment by Interstitial Irradiation 














TABLE | of Tongue Lesion and Resection of Lymph-Bearing Tissue 
Patient group | Private | posting 
Number of patients | 30 | 55 
Per cent in which primary lesion regressed and did not recur | 90 | 64 
Per cent with no evidence of disease for 5 to 10 years | 70 | 45 
Per cent with nodes 30 : | i n bai 





Distribution of the patients according 
to age and sex is given in table 2. 

For purposes of discussion, these pa- 
tients are divided into 2 main groups— 
favorable and unfavorable—following 
Breed.? 
Unfavorable lesions are those which (1) 


the classification outlined by 


are more than 4 cm. in size, (2) involve 
not only the tongue but tissue adjacent 
to the tongue, (3) were previously treat- 
ed, or (4) 


nopathy in the known drainage areas. 
; 5 


demonstrate palpable ade- 


All others are classified as favorable. 
Treatment 


With only an occasional exception, the 
1.5 me. radon implant was used in this 
series. These implants, or seeds, are in- 
serted or introduced into the tissue 
under general endotracheal anesthesia. 
Thus, the tongue is flaccid and does not 


respond to the stimulus of manipula- 


Distribution of Patients 





TABLE 2 According to Age and Sex 
| 
Sex Total | Oldest aie Average 
number | | age 
we ime 
Male | 86 | 89 | 29 | 59 
Female | 22 | 79 | 35 | 56 
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tion. The tongue. may then be retained 
in any satisfactory position until all of 
the introducers have been placed and 
the implants have been released into the 
tissue. Implantation of radon under gen- 
eral anesthesia makes for greater accu- 
racy than is possible under local anes- 
thesia. The seeds are inserted into palpa- 
bly uninvolved tissue just at the border 
of the indurated tissue at 1 cm. intervals 
around and under the lesion. If the le- 
sion is thicker than | cm., additional im- 
plants are placed in the central portion 
in order to give adequate millicurie 
hours, or r value dosage.* ‘These latter 
seeds are inserted from the tumor side 
rather than through uninvolved tongue 
tissue; in this way, the central portion 
of the tumor is irradiated. This method 
is effective because these cancers are of 
the mucosal surface and ulcerate early. 

If neck dissection is planned to be 
done at the time of radon implantation, 
it is performed first. If the lesion is 
located in the posterior third of the 
tongue, particularly along the lateral 
radon implants are made 
through the open neck wound into the 


margin, the 


tongue, 
About 25 


highest level of salvage of carcinoma of 


per cent seems to be the 


the tongue in any unselected group. 
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MacComb and Fletcher* were probably 
the first to demonstrate that supervolt- 
age irradiation in tongue and pharynx 
cancer produced no better salvage than 
conventional irradiation. The majority 
of those interested in the treatment of 
tongue cancer recommend radiation for 
the primary and surgery for the meta- 
static lesion. ‘To be sure, a small, low- 
grade carcinoma of the anterior third or 
half of the tongue is amenable to sur- 
gery, but removal of only one fourth of 
the tongue may cause a considerable 
speech defect. 

Improvements in technic, in materials 
used in anesthesia, and in availability of 
blood transfusions have reduced morbid- 
ity and mortality in probably all major 
operative procedures. In most instances, 
radical neck dissection is not a grossly 
deforming procedure, either cosmetical- 
ly or functionally. However, in patients 
with a prominent sternomastoid muscle, 
the postoperative defect is often quite 
noticeable. An occasional patient will 
notice shoulder discomfort, particularly 
when the spinal accessory nerve has 
been sacrificed. When raising the arm 
above the shoulder level, function is sig- 
nificantly decreased. This alone is cause 
enough to delay neck dissection until 
indications are well demonstrated. 

The hazard of not delaying the pro- 
cedure lies in 2 factors: (1) the possi- 


bility of residual tumor in the primary 
lesion or in the pathway to the regional 
zone of lymphatics and (2) the curabil- 
ity by resection of lymphatics after defi- 
nite metastases have occurred. In other 
words, if there is doubt that the primary 
lesion has been controlled, the lymphat- 
ics should be left intact until such time 
as the primary lesion may be brought 
under control. The dissemination of 
cancer in a resected area is a hopeless 
situation. 

Curability by resection may be well 
demonstrated in the evaluation of the 
unfavorable group, about which more 
will be mentioned later. 


Favorable Group 


In this series, there were 43 patients in 
the favorable group. Of these, 4 had le- 
sions that were excised because they were 
small and presented on a readily acces- 
sible portion of the tongue. ‘These pa- 
tients have been followed eleven, ten 
and one-half, nine and one-half, and two 
and one-half years without evidence of 
recurrence or metastatic disease. 

The remaining 39 were treated by im- 
plantation of radon seeds. Of these, 3 
did not return for follow-up examina- 
tion. The results of treatment are listed 
in table 3. 

Of the 36 patients treated by the im- 
plantation of radon and followed, 33 














TABLE 3 Results of Treatment of 43 Patients in Favorable Group 
Size Number Rad Primary Additional Node Alive 
in of Vi te on ) controlled radon dissection after Dead 
centimeters patients implantation (by 1 dose) needed done 5 years of disease 
de Lud iene are bens ; | | 
3 to4 2 2 | 2 0 0 | 2 | 0 
2t03 1 10* | 9 0 2 | 3 | 2 
1 to 2 30 27% | gg 3 7 | 5 | 3 
Totals 43 39* | 33 3 9 | 20 5 











*Others treated by excision. 
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sustained regression of the primary le- 
sion within two months, 2 required more 
than one insertion of radon for control 
of the lesion, and. ! had a lesion that was 
never brought under control. The latter 
patient died of the disease eight months 
after the initial visit. 

In this group, then, 97.2 per cent of 
the primary lesions were controlled by 
the use of radon, and 44.4 per cent, (16 
of 36) of those patients survived five 
years or more. If the 4 cases of surgical 
excision are included, 47.5 per cent (19 
of 40) of the patients in the favorable 
group survived five years or more. 

Adenopathy. In this group, disease of 
the lymph glands developed in 30.8 per 
cent; in 8 of the 11 patients, adenopathy 
developed during the first year after con- 
trol of the primary lesion. Of these, 5 
had histologic evidence of metastasis; | 
of these patients is alive more than five 
years later, 1 died of the disease, and 2 
died postoperatively of pulmonary em- 
boli. 


Unfavorable Group 


Thefe were 65 patients in the unfavora- 
ble group, of whom 27 had had previous 
treatment, 23 had a lesion more than 4 


oC 


cm. in size, 32 had adjacent tissue in- 
volved, and 23 had palpable adenopa- 
thy. Several of the patients were classi- 
fied in more than one category, which 
accounts for the discrepancy in total 
number. 

The following case is somewhat illus- 
trative of the way in which previous 
treatment may prejudice the prognosis 
of a given case. 

A patient previously treated with peni- 
cillin for a tongue lesion was referred to 
us when no improvement had occurred. 
The lesion responded promptly to ra- 
don. Six years later, an apparent recur- 
rence developed. The patient was again 
treated with penicillin without improve- 
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ment but subsequently 
promptly to radon seed implantation. 


Five years later, another recurrent lesion 


responded 


appeared. Again, treatment with peni- 
cillin was useless, and the patient was 
referred to us. This lesion was wide- 
spread and did not respond to radon 
therapy. The patient subsequently died 
of the disease. 

Biopsy also prejudices the prognosis. 
Long-term survival, particularly in le- 
sions previously biopsied and 2 cm. or 
less in size, did not compare favorably 
with that of lesions of similar size biop- 
sied not previous to but at the time of 
insertion of the radon. This factor has 
also been emphasized by Breed,? who 
prefers to do biopsy during the mid- 
course of the irradiation. 

The method of 
when clinical diagnosis is in doubt con- 


ideal management 
sists of securing a segment of the lesion 
under general anesthesia with a mini- 
mum of trauma and submitting this for 
frozen section diagnosis, all the while 
being prepared for implantation of ra- 
don should the diagnosis be carcinoma. 
The preferable method of treatment is 
to insert the radon and obtain a biopsy 
for confirmatory purposes at the same 
time. The latter method is employed 
when clinical diagnosis is certain. 

Of the 65 patients, 56 were treated 
with radon to the primary lesion. The 
other 9 were treated with a combina- 
tion of modalities. The primary lesion 
was controlled in 49, or 87.5 per cent 
and was totally uncontrolled in 7, or 
12.5 per cent. Recurrence developed in 
14, or 25 per cent, six months to ten 
years after control of the primary lesion. 

Twenty patients, or 35.7 per cent, are 
known to be alive more than five years 
after initial treatment, and 11, or 19.6 
per cent, have died of the disease. Eight- 
een patients, or 32.1 per cent, were free 
of recurrence when last observed, which 
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was less than five years since initial treat- 


ment, but more than five years have 
elapsed. ‘The remaining patients died of 
other causes or were lost to observation. 

Adenopathy. Of the 56 patients, 23, or 
fl per cent, had palpable nodes at the 
time of referral. Adenopathy developed 
in 13 patients, or 23.2 per cent, within 
one year after treatment of the primary 
lesion and, in 3, or 4 per cent, more than 
one year after treatment. Of the 23 cases 
with palpable adenopathy on first exam- 
ination, 4 were not treated and 1 re- 
ceived palliative x-ray therapy only. A 
total of 23 dissections was performed, 
some patients requiring more than | dis- 
section. There were 19 dissections posi- 
tive for metastasis. 

In the group of 13 patients in whom 
adenopathy developed within one year 
after treatment of the primary lesion, | 
had no resection. Twelve were treated, 
and 9 demonstrated histologic metasta- 
sis. Of the 3 in whom adenopathy devel- 
oped more than one year after treatment 
of the primary lesion, 2 underwent 
lymph node resection; 1 was negative 
and 1 positive for metastasis. In the re- 
maining 28 patients in the unfavorable 
group, adenopathy did not develop dur- 
ing the period of observation. Three 
patients died of the disease or its effects 
twenty-six months, forty-two months, 
and six and one-half years after initial 
therapy, and 3 died of other causes with- 
in three months after treatment was 
begun. Six patients have been followed 
less than one year, and 14 have been fol- 
lowed from one and one-half to nineteen 
years without evidence of disease. 


Primary Lesions 


In general, 95 of the 108 cases were used 
for the evaluation of radon. The pri- 
mary carcinoma was controlled initially 
in 82, or 86.3 per cent. Five patients 
were not seen after the initial treatment, 
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and 2 were not controlled even after 
multiple radon implantations. 

Initial control of the lesion is evi- 
denced by complete regression within a 
period of two months. If complete re- 
gression is not noted, additional radon 
will be required. In this series of pa- 
tients, repeated implantations of radon 
were necessary in 5 instances. 


Morbidity 


Patients whose treatment consists of ra- 
don implantation only may usually be 
discharged from the hospital one day 
after the treatment. Discomfort from the 
actual procedure is negligible; discom- 
fort in the irradiated area begins within 
one week and continues in varying de- 
grees for two months. The height of the 
reaction is most often noted at the end 
of the first month. Difficulty with food 
intake can usually be controlled satis- 
factorily by the regular use of aspirin, 
codeine, or both. The patients remain 
ambulatory throughout, and most of 
them continue with their usual occupa- 
tions during this period. 

At the end of two months, the tumor 
has regressed and the irradiated zone has 
been replaced by a pliable zone of mini- 
mal scar tissue. Any ulcerated surface 
has healed in this period. Subsequently, 
residual difficulty may occur, with pain 
and tenderness of such degree and _per- 
sistence that excision of the area may be 
required. Excision of painful scar was 
necessary in 6 instances in this series. 
The histologic picture in each case was 
fibrosis with ulceration of the mucosal 
surface, fibrosis without ulceration, or 
necrosis of the deeper tissues. 

In addition to the foregoing cases, 23 
patients presented varying degrees of 
discomfort lasting more than the two- 
month period. The treatment in each 
case was symptomatic with eventual re- 
lief. The symptoms are listed in table 4. 
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TABLE 4 Symptoms of Patients 





Symptoms 


Pain in tongue 

Soreness in mouth 

Swelling of tongue 

Earache 

Pain radiating to scalp 

Atrophy of mucous membrane of mouth 
Atrophy of tongue (muscle mass) 
Fixation of tongue to floor of mouth 
Dense scar at treatment site 
Significantly impaired speech 
Slough at treatment site 
Hemorrhage at treatment site 
Necrosis at treatment site 

Ulcer at treatment site 

Hypertrophy of adjacent tissue 


Necrosis of mandible (sequestrum) 


Number of 
patients 
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Management of Adenopathy 


It is to be emphasized that the regional 
zone of lymph-bearing tissue should be 
removed if nodal enlargement is present 
and the tongue lesion seems to be the 
reason for this enlargement. Thus, if 
there is no adenopathy, initial treatment 
is to the tongue only. If and when a 
lymph node in the .regional zone be- 
comes palpable, a complete neck dissec- 
tion of that side is recommended. As was 
mentioned earlier, 25 patients in this se- 
ries had palpable nodes at the time of 
initial examination. Resection of lymph- 
bearing tissue was done in 16 instances, 
and 11 of these demonstrated metastatic 
disease. Thus, 68.7 per cent of palpable 
nodes were positive for histologic meta- 
tasis. Of 
node developed in 


the entire group, an enlarged 
21 within one year 
treatment of 


after the primary lesion; 


17 of these underwent neck dissection, 


and 13, or 75 per cent, of these demon- 
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strated metastatic disease. In 8 cases, 
nodal enlargement developed more than 
one year after control of the primary 
lesion; 6 dissections were done and, ol 
these, 4, or 66 per cent, were histolog- 
ically positive. 

In all those in whom lymphadenopa- 
thy developed subsequent 
control, a total 


done, with 83 per cent demonstrating 


to primary 
of 26 dissections were 


histologically positive metastasis. 
Other Factors 


In 3 patients, the lesion appeared in an 
area of irritation from a sharp tooth o1 
irregularity in the denture. The carci- 
noma was definitely noted to have de- 
veloped in one or more areas of leuko- 
plakia in 11 patients. 

There were 5 patients in the entire 
series in whom other visceral carcinomas 
developed. These included: 


1. Carcinoma of the esophagus at the 
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cardia with metastasis to the liver, which 
appeared four years after the lesion of 
the tongue had been treated and con- 
trolled. 

2. Carcinoma of the pharynx was 
noted sixteen months after treatment 
and control of the tongue lesion. 
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3. Carcinoma of the alveolar mucosa 
in a remote part of the mouth was ob- 
served fourteen months after treatment 
of the tongue lesion. 

4. One patient underwent treatment 
in 1920 at Memorial Hospital in New 
York. Radium was used for the tongue 
lesion, and a neck dissection was done 
shortly thereafter. In 1939, he was seen 
at our hospital for the first time with a 
painful area of radiation necrosis, which 
was excised. He was next seen in 1950 
for evaluation of hoarseness, and a la- 
ryngeal tumor was removed. He was 
alive and free of disease in 1959. 

5. Bronchogenic carcinoma with me- 
tastases to the spine developed nine 
years after excision of the tongue lesion 
in 1939. No evidence of disease in the 
tongue was found. 

Aside from these 5 patients with le- 
sions related to the tongue, urinary tract 
carcinoma appeared in 2 other patients 
and carcinoma of the prostate in 1. In 
these, also, the tongue lesion was _ pre- 
sumed under control at the time the 
other carcinoma was discovered. 

Review of the total group of cases 
demonstrates the fallibility of use of the 
term “‘five-year-cure” and the preference 
for substitution of the phrase “freedom 
from recurrence.” Each of 2 cases, one 
controlled for twenty-three years and the 
other for five years, later presented a 
recurrent lesion. There were 7 other pa- 
tients, each with a primary untreated 
lesion, who were treated and followed 
for eleven, ten, nine, seven and one-half, 
seven, five, and four and one-half years, 
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only to have a recurrent lesion or meta- 
static disease. 


Review of Literature 


In a review of 607 new cases seen from 
1938 to 1950, inclusive, Sellers and Mac- 
Kay® reported a crude survival rate of 
29.4 per cent. Approximately 31 per 
cent of the group were treated by x-ray, 
28 per cent by radium implant or radon, 
26 per cent by x-ray and radium, 13 per 
cent by surgery and radiation, and 0.6 
per cent by surgery alone. 

Breed® reports that, in 100 consecutive 
cases, the over-all cure rate was 32 per 
cent. He used surface application of ra 
don staged to obtain the desired steriliza- 
tion of the primary lesion. 

In a study of 168 cases, DuVal and 
Healy’ report a five-year cure rate of 
13.4 per cent. Baud’ obtained a cure 
rate of 25 per cent—91 of 362 cases—with 
radium puncture to ‘:e primary lesion 
and block diss~ on of the neck. 

Cade and ee,” in 1957, reported a 
study of 653 cases over the past thirty 
years. Lesions of the anterior two thirds 
of the tongue were treated by teleradi- 
um. Of 461 determinate cases, 27 per 
cent survived for five years. All patients 
with cervical node enlargement had rad- 
ical neck surgery. 

Using interstitial radium with low in- 
tensity needles, x-ray therapy, surgery, or 
composite resection, Shedd and _associ- 
ates,!° in 91 patients with cancer of the 
tongue, report a five-year cure rate of 
20.4 per cent. 

In a recent article, Alrich and Brown,"! 
reporting a series of 64 patients, em- 
phasize that the most common problem 
is the treatment of stage III lesions. Only 
3 of the 29 patients in this group re- 
mained well for five or more years. 

They cite Wookey and _ associates,'* 
who reported a 23 per cent five-year sur- 
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vival rate in 123 patients with stage III 
lesions, and Martin and associates,!* who 
reported a 12.5 per cent five-year surviv- 
al rate in 339 patients with similar le- 
sions. 

These groups, with stage III lesions, 
may be compared to the unfavorable 
group discussed in this article. In their 
series, there were 48, or 87 per cent, of a 
total of 56 primary lesions treated with 
radon wherein control of the primary 
lesion was achieved. Recurrences devel- 
oped anywhere up to five years after 
therapy in 9, and 31 per cent survived 
a minimum of five years. ‘The five-year 
control rate of the primary carcinoma 
was 70 per cent. 

As an illustration of the nature of 
tongue cancer and the behavior of the 
metastasis, 1 patient is particularly in- 
teresting. He was seen first with a rather 
leukoplakia of the 


tongue, was advised to discontinue smok- 


extensive area of 
ing, and was requested to return in one 
month for observation. He did not stop 
smoking, and he returned one year later 
with a 1 cm. carcinoma of the tongue. 
This lesion responded promptly to ra- 
don and had not recurred five years 
later. 

Contralateral cervical adenopathy de- 
veloped nine months after control of 
the primary lesion. A complete neck dis- 
section was done. T'wo months later, an 
ipsilateral submaxillary mass was resect 
ed; four months later, a complete neck 
dissection was done on this same side. 
One month later, an anterior parotid 
lymphadenopathy on the same side re- 
quired resection. A contralateral axillary 
contralateral anterior 


dissection and a 


supraclavicular dissection were per- 


formed two and five months later, re- 
spectively. 

All of these zones or regions showed 
histologic evidence of metastatic squam- 


ous cell carcinoma similar to that of the 
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original tongue lesion. This 41-year-old 
patient has now lived more than four 
years without evidence of disease and 
holds a responsible position. 


Summary 


A total of 108 consecutive cases with the 
pathologic diagnosis of carcinoma of the 
tongue is presented for discussion. Of 
the 43 lesions classified as favorable, 4 
were electively excised and 39 were 
treated by administration of radon seeds. 
Of these 39, 3 did not return after the 
initial treatment. 

There were 65 patients in the un- 
Radon 


treat the tongue lesion in 56 of these 


favorable group. was used to 
patients, and control of the primary le- 
sion was achieved by a single adminis- 
tration in 49. There were 2 patients in 
this unfavorable group who presented 
with metastatic disease only; the pri- 
mary tongue lesion had been brought 
under control before referral. Three pa- 
tients in this group presented with le- 
sions that had been previously treated 
radiation reaction 


and demonstrated 


with no evidence of recurrence of the 


carcinoma. 
Of the 2 
group who did not return for prescribed 


patients in the unfavorable 


treatment, | presented with far-advanced 
primary and metastatic disease, which, 
in conjunction with his age of 89, made 
him an unsuitable candidate for defini- 
tive therapy. This patient received 
palliative x-ray therapy only. The other 
patient included in the group, one of 
the earliest cases treated, received radium 
rather than radon to the primary lesion. 
total of 92 determinate 


36 favorable and 56 unfavorable 


Thus, of a 
cases- 
lesions—39, or 42.3 per cent, were free 
from apparent disease five or more years 
after radon treatment. Thirty patients, 
or 32.7 per cent, are known to have 
died from the disease or its effects. 
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POLYMORPHOUS CELL tumor of the thyroid apparently is invariably fatal 
after surrounding neck structures have been invaded. Prevention o1 
early removal of an adenomatous goiter appears to be the only chance 
to eradicate the highly malignant tumor. 

Of 206 malignant goiters observed at the Hertzler Clinic between 
1926 and 1953, 13 had the structure of polymorphous cell tumor. ‘The 
tumors occurred in 9 women and 4 men, whose ages ranged from 50 
to 74 years, the average being 65 years. Patients noted enlargement of 
the neck from six weeks to forty-eight years; average duration of 
the goiter was nineteen and seven-tenths years. In 8 of the patients, 
cancer was diagnosed before operation. 

Bilateral subtotal resection of the thyroid was done in 2 of the pa- 
tients, total thyroidectomy in 2, lobectomy in 7, and partial removal 
of the inoperable tumor in 2. The size of the tumors removed varied 
radically from 175 to 375 gm. Four patients had bilateral involvement. 
Usually, the thyroid capsule was invaded. Gross invasion of a jugulat 
vein and neck muscles occurred in 4 patients. 

Death occurred in 11 of the patients less than six months aftet 
diagnosis had been made. The other 2, aged 55 and 61 years, respec- 
tively, each lived for more than ten years after operation, probably be- 
cause the tumor was excised before having a chance to invade the 
thyroid capsule. In these 2, histologic study of the removed goiters 
revealed, aside from benign adenomas, small regions of polymorphous 
cell tumor still confined to the thyroid. ~ 

The history of long-standing goiter in all but one of the patients 
supports the belief that polymorphous cell tumor usually develops in 
a benign adenoma of long duration. 


V. E. CHESKY, C. A, HELLWIG, and J. W. WELCH: Polymorphous cell tumor of the 
thyroid. Am. J. Surg. 99: 857-865, 1960. 
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Stimulation 

assistive 
exercise In 
hemiplegia 


HARRY T. ZANKEL, M.D. 
DURHAM, NORTH CAROLINA 


1 technic of neuromuscular reedu- 
cation is described, which employs 
intensive, repetitive sinusoidal 
stimulation of paralyzed muscles 
assisted by the patient’s own exer- 
cise effort. This therapy, called stim- 
ulation assistive exercise, was given 
to 27 patients with paralyzed upper 
extremities. Results are described. 
Treatment should be started early 
and can be administred by nonpro- 
fessional personnel under physt- 
atric supervision. 


HARRY ZANKEL is chief of physical 
medicine and rehabilitation, Veterans 
Administration Hospital, Durham, 
North Carolina. 
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ME Lhis is a report on the treatment of 
the hemiplegic upper extremity by a 
method of proprioceptive facilitation 
called stimulation assistive exercise 
(SAE) and on the results of this treat- 
ment in 27 patients. 

In the management of patients suffer- 
ing from hemiplegia, one of the most 
frustrating problems is the restoration of 
function of the paretic upper extremity 
where such has not occurred spontane- 
ously. As a consequence, the usual aim 
in treating a patient with hemiplegia is 
to teach him to care for himself and to 
become ambulatory, while the paralyzed 
upper extremity is ignored. This attitude 
of helplessness is not justified. 

Kabat! has demonstrated that by the 
use of maximum resistance, reflexes, ir- 
radiation, and successive induction, cen- 
tral excitation can be increased and vol- 
untary activity enhanced. Long? has 
shown that by the proper use of reen- 
forcement, preconditioning and recruit- 
ment, the function of spastic hemiplegic 
muscles can be increased. Treanor? and 
Psaki have reported good results by con- 
centrating on the reduction of afferent 
impulses to spastic muscles as well as by 
selective reeducation and the use of as- 
sistive devices. Occasional faradic stimu- 
lation against resistance was one of the 
modalities outlined. 

The present report describes a technic 
of neuromuscular reeducation, employ- 
ing intensive, repetitive sinusoidal stim- 
ulation (S) of paralyzed muscles assist- 
ed (A) by the patient’s own exercise 
(E) effort; hence, the name, stimulation 
assistive exercise (SAE) . 
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The rationale of the use of SAE is 
based upon the following well-known 
facts and principles: 

1. Eighty-five per cent of the innerva- 
tion of a limb is derived from the con- 
tralateral side of the brain and 15 per 
cent from the ipsilateral side. Thus, in 
any type of hemiplegia, there is a 15 per 
cent potential for recovery. 

2. In a patient suffering from a cere- 
brovascular accident, the extent of brain 
involvement may not be as severe as the 
immediate degree of paralysis might in- 
dicate. This is substantiated by the many 
patients who, though completely para- 
lyzed for a short time, recover muscular 
function in a few days or weeks. It 
would appear, therefore, that by inten- 
sive treatment, improvement could be 
expected for other patients. 

3. By Sherrington’s well-known law 
of reciprocal innervation, stimulation of 
agonists produces a relaxation of the 
antagonists. In the majority of patients 
with spastic hemiplegia, there is a pre- 
dominance of flexor, adductor spasticity 
in the upper extremity, which is so 
marked that it cannot be overcome by 
the weak abductor and extensor muscles. 
Stimulation of these abductor and exten- 
sor muscles will result in a relaxation of 
the spastic adductor and flexor muscles, 
thereby permitting even the weak ab- 
ductor and extensor muscles to function. 

4. In addition to the inhibition of the 
antagonists produced by stimulation of 
the agonists, a facilitory action is also 
produced by such stimulation. This fa- 
cilitation is produced in 3 ways: (1) by 
the application of the electrodes  (tac- 
tile), (2) by the sinusoidal current 
(painful), and (3) by the contraction 
of muscles (proprioceptive). In addi- 
tion, reenforcement is obtained by the 
Hashing of the bulb during stimulation 
(visual) and, where this is available, by 
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the sound produced in conjunction with 
each stimulus (auditory) . 

5. Finally, reeducation is enhanced by 
repetition. 


Method of Study 


Patients chosen for this study were those 
who had been suffering with hemiplegia 
for at least four weeks and whose recov- 
ery, if any, was at a standstill. They were 
transferred to the physical medicine and 
rehabilitation ward where they were 
given the usual rehabilitation treatment 
as indicated by their conditions. In addi- 
tion, they were given the SAE routine as 
follows: one electrode was placed over 
the deltoid or triceps muscles and the 
other over the wrist and finger extensor 
muscles. The stimulation was produced 
by a sinusoidal current at the rate of 10 
to 11 stimuli per minute for one-half 
hour. With each stimulus, the patient 
was instructed to attempt to enhance the 
motion by a voluntary effort. Visual fa- 
cilitation was provided by the pilot light 
that went on with each stimulus and re- 
mained on for the duration. Following 
the half hour, the patient was encour- 
aged to perform overhead pulley exer- 
cises for one-half hour. When the pa- 
tient could not flex his hand to grasp 
the handle of the exerciser, a flexible 
glove was provided for this purpose. 
Patients were also referred to occupa- 
tional therapy. 

The duration of daily treatment varied 
with different patients from twice daily 
for-a total of one hour of intermittent 
stimulation to as long as four times 
daily—equivalent to two hours of such 
stimulation. The electrodes were slightly 
shifted with each treatment to avoid skin 
irritation. Only one patient with a 
marked flexion contracture complained 
of current irritation, and treatment was 
discontinued after sixteen hours. Range 
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of motion (ROM) of all upper extremi- _ Results 
ty joints was recorded in the sitting posi- 











tion, and muscle evaluations were done. Table 1 shows the classification of pa- 
Only the former were compared, how- tients and _ results. “Twenty-seven  pa- 
ever, because of the difficulty of quanti- — tients, all men, were exposed to SAE for 
tating the latter. variable periods of treatment. ‘Their 
TABLE | Classification of Patients Receiving SAE 
Patient Age in Color Number of | Cause | tovelved Kotiaaa’ Interval — Results 
years strokes side | beet’ | of SAE 
l 37 WwW 1 Hemorrhage | L | No | 1% 49 S 
2 | 53 | Ww ] Hemorrhage L | Yes | 22 101 Y% U 
3 64. < 2 Thrombosis R | No | 2 852 U 
4 | 69 Ww 2 Thrombosis | R | Yes | 3%] 28% S 
5 | 61 W 2  |Thrombosis | L | No | 12 173 V2 E 
6 68 Cc 2 Thrombosis L Yes | 48 48 V2 E 
7 | 38 | WwW Thrombosis L No | 1% | 126 E 
8 | 41 W Embolism R No | 4 83 V2 E 
9 6] W 1 Thrombosis i No | 282 91 S 
10 5 WwW l Hemorrhage R Yes. 4 30 | U 
11 35 WwW 1 Hemorrhage R Yes same Mae | U 
12 | 67 | Ww Thrombosis ae gro ae ae 
13 43 Ww Fractured Skull} L Moo) 4} 2s 48 
14 63 a Thrombosis L No 3 | 72% i + 
15 4) W Thrombosis R Yes im) oe (4. 
16 39 W l Thrombosis L No | 1% | 329 E 
17 40 | WwW Thrombosis R Yes | 2 ae Bice 
18 54 W Thrombosis L Vi Tr Woe oe 
19 64 W Thrombosis R Yes 5 | 216% =: 
20 59 C Thrombosis R No | 4 | 18% | 
21 58 Ww Thrombosis R No | 2 | 139% | S 
22 | 57 | Ww 2 Embolism + R | Yes | 2 | 48 | U 
23 | 64 | Thrombosis E | Ye ie 
24 | 65 | C Thrombosis 4 ee Ee ih, ae 
25 38 Ww ] Hemorrhage L No | 4% | 200% | S 
26 29 C Thrombosis L Me; 2. |] Sie 7s 
i Ww Thrombosis | L | No | 4 | 26 | U 
Mean | 53 1.194 | TY | 102 | 








E=Excellent; S=Satisfactory; U=Unsatisfactory 
Interval between last stroke and beginning SAE 
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ages varied from 35 to 69, with a mean 
of 53 years; 20 of the patients were 
white, and 7 were colored. Five of the 
patients had two known histories of 
strokes. The causes of hemiplegia were 
as follows: thrombosis, 19, or 70 per 
cent; hemorrhage, 5, or 18 per cent; 
embolism, 2, or 8 per cent; and frac- 
tured skull, 1, or 4 per cent. In 15 pa- 
tients, the hemiplegia was on the left 
side, and on the right in 12. Ten patients 
were aphasic. The interval between the 
last stroke and the beginning of SAE 
varied from four weeks to forty-eight 
months, with a mean of seven and one- 
half months. The duration of treatment 
varied from a total of sixteen hours to a 
total of three hundred twenty-nine 
hours, with a mean of one hundred two 
hours. 

The figure represents graphically the 
mean ROM’s before and after SAE. The 
shaded area measures the improvement. 
Results were considered excellent if pa- 
tients showed improvement in 10 of the 
13 ROM’s, satisfactory in 5 to 10 ROM’s, 
and unsatisfactory in less than 5 of 13 
ROM’s. On this basis, results were excel- 
lent in 10, or 37 per cent of all the pa- 
tients, satisfactory in 10, or 37 per cent, 
and unsatisfactory in 7, or 26 per cent 
(table 2). Of the 15 patients with left 
hemiplegia, 12, or 80 per cent, showed 
satisfactory or excellent improvement; 


in 3, or 20 per cent, improvement was 













Flexion 

Extension 

houlder Abduction 
Internal Rotation 


External Rotation 


Fiexion 
Elbow 
Extension 





Before [—_} Atter ([SSSSI 


Range of motion before and after SAE. Shaded 
areas measure improvement. 


unsatisfactory. Of the 12 with right 
hemiplegia, results were satisfactory or 
better in 7, or 58 per cent, and unsatis- 
factory in 5, or 42 per cent. Of 10 pa- 
tients with aphasia, 6, or 60 per cent, 
showed satisfactory or excellent im- 
provement, and 4, or 40 per cent, did 
not. One patient with flaccid paralysis 
showed no improvement. Of 2 patients 
who died, 1 was unimproved and the 
other improved prior to death. Five pa- 
tients had marked flexion contractures 
at the beginning of the SAE routine. Re- 
sults in these patients were unsatisfac- 
tory. From an etiologic standpoint, of 
19 patients with thrombosis, results 
were excellent in 9, or 47 per cent; sat- 
isfactory in 7, or 37 per cent; and un- 
satisfactory in 3, or 16 per cent. Of 5 
patients with hemorrhage, results were 














TABLE 2 Results of SAE 

| | aay te Ww } ? 

Improvement | All patients | Left hemiplegia | Right hemiplegia Aphasia | No aphasia 

| | aac 

Excellent 10 (37%) =| = 7 (47%) — | 33 (25%) | 3 (30% )} 7 (41%) 
Satisfactory 10 (37%) | 5 (33%) | 4 (33%) | 3 (30%)| 7 (41%) 
Unsatisfactory 7 (26%) | 3(20%) | 5 (42%) | 4 (40%) | 3 (18%) 

| 

27 (100%) | 15 (56%) | 12 (44%) {10 (37%) |17 (63%) 

| (100%) | (100%) (100% ) (100%) 
GERIATRICS, SEPTEMBER 1960 619 








satisfactory in 2, or 
or 60 per cent. Of 2 
patients with embolism, the result was 


10 per cent, and 
9 


unsatisfactory in 3, 


excellent in 1 and unsatisfactory in the 
other. The result was satisfactory in the 
| patient in whom 


hemiplegia was 


caused by a fractured skull. 


Case Reports 


Case 9. This case shows what can be accom- 
plished in a patient with hemiplegia of long 
duration. This patient was a 61-year-old 
man who was admitted to Durham Veterans 
Administration Hospital with left hemiple- 
gia sustained March 19, 1955. He was given 
the usual treatment and was discharged im- 
proved. In March 1957, he was readmitted 
to the hospital because of severe contracture 
of left heel cord, which caused him to walk 
only on his toes. On March 19, a tendon 
ankle 
he was referred to the physical 


transfer to the left done. On 
April 2, 


medicine 


was 


and rehabilitation service where 
examination showed a fair range of motion 
of the left upper extremity, which, however, 
was markedly incoordinated. He was started 
on the routine exercise program, including 
occupational therapy, which he received in- 
termittently for four months but without 
improvement. On August 21, 1957, SAE was 
instituted and was given for a total of 
ninety-one hours. December 3, 1957, the pa- 
tient was discharged with ROM considera- 


bly improved. 


Case 15. In 


quite rapid and spectacular. This patient 


this case, the results were 
was a 41-year-old white man who was arrest- 
October 1, 1958, but 


diagnosed as_ suffering 


ed for drunkenness 
who was actually 
from right hemiplegia and aphasia. He was 
transferred to Durham Veterans Adminis: 
tration Hospital where an exploration was 
made for subdural hematoma, but this was 
not found. 

He was then referred to the physical 
medicine and rehabilitation service on Octo- 
ber 20, 1958, when examination showed no 
active motion of the right upper extremity. 


He was not assigned to the SAE routine, but 
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for control purposes was assigned to physi- 
cal therapy for neuromuscular reeducation. 
He received passive exercise and reeduca- 
tion for seven weeks, following which, ex- 
amination of the upper extremity showed 
some improvement. He was then referred 
for the SAE routine, which he was given 
until January 15, 1959, for a total of eighty- 
nine At the 
conclusion of treatment, this man’s arm was 


hours, with excellent results. 
entirely functional. Incidentally, his speech 
also improved, so that, on discharge, he had 


but slight difficulty with expression. 


Case 16. This case illustrates the slow but 
persistent progress that can be made by a 
patient undergoing SAE. This patient was a 
white, married policeman, with 4 children, 
who was admitted to City Memorial Hospi- 
tal, Winston-Salem, for evaluation of chest 
pain. While in the hospital, left hemiplegia 
developed on March 26, 1957, which was 
diagnosed as due to a thrombosis of right 
internal carotid artery. He was transferred 
to Durham Veterans Administration Hospi- 
tal for training in self-care and ambulation. 
On May 8, he was referred to the physical 
medicine and rehabilitation service where 
examination showed fair motion in the left 
lower extremity but none in the left upper 
extremity. 

He was then started on ambulation 
training and the SAE routine. On June 14, 
he was able to ambulate fairly well with a 
cane, but, in regard to his upper extremity, 
only a trace of flexion was present in his 
elbow and fingers. He was discharged as 
having received maximum hospital benefit. 
On August 6, he asked to be readmitted for 
treatment to his upper extremity. This was 
done, and he was told that the treatment 
was’ entirely that no 
promise of improvement could be made. 


experimental and 


However, motion of the shoulder, elbow, 
and wrist had somewhat improved when the 
patient again asked to be discharged Sep- 
Au- 
gust 18, 1958, when again he asked to be re- 
admitted for SAF, which was given to him 


tember 9. This time he was out until 


with periods of leave until February 13, 
1959, with satisfactory results. 
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Discussion 


A search of the literature for results ob- 
tained in the treatment of the hemi- 
plegic upper extremity fails to reveal 
any quantitative evaluation of the treat- 
ments described. Yet, without such eval- 
uation, how can different technics be 
compared? The use of ROM as obtained 
in the sitting position would seem to be 
one method of quantitative comparison. 
It is suggested that this method be 
adopted by all investigators in this field 
for future reports. 

In the present series of 27 patients, 
using the ROM as an index of function, 
the results were satisfactory or excellent 
in 20 of 27 patients, or 74 per cent. 
Most of the patients in whom results 
were rated unsatisfactory showed im- 
provement in one or more tested move- 
ments. The two types of patients in 
whom results were minimal were (1) 
patients with persistent, flaccid upper 
extremities and (2) those with severely 
spastic contractured upper extremities. It 
is true that the duration of treatment in 
many patients was such as to preclude 
hospitalization, except in chronic hospi- 
tals or wards on a research basis. 

The advantage of SAE is that it need 
not be a hospital procedure. The technic 
is easily adaptable to home treatment. It 
is suggested that for future use, a slower 
rate of stimulation of about 4 to 6 stimu- 
li per minute, with a prolonged peak, 
would produce a greater proprioceptive 
effect, irradiation, and facilitation than 
the more frequent stimuli of shorter du- 
ration used in this report. Such equip- 
ment is now available. 


Summary and Conclusions 


A new routine for the treatment of the 
hemiplegic upper extremity has been 
outlined. It is called SAE from the first 
letters of stimulation assistive exercise. 
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Twenty-seven hemiplegic patients 
whose paralyzed upper extremities had 
shown little or no improvement were 
given SAE for variable periods, on an 
experimental basis. Range of motion of 
various joints was used as a gauge of 
improvement. Results were satisfactory 
or excellent in 20, or 74 per cent, and 
unsatisfactory in 7, or 26 per cent, of 
the patients. Least responsive patients 
were those with a flaccid paralysis or 
with a spastic paralysis associated with 
severe contractures. Of aphasic patients, 
results were satisfactory or excellent in 
60 per cent as compared to 82 per cent 
of nonaphasic patients. Results in those 
with right hemiplegia were not as good 
as in those with left hemiplegia. 

SAE routine should be started early 
and continued at home after the pa- 
tient’s discharge. It can be administered 
by intelligent nonprofessional personnel 
under physiatric supervision. 


Addendum 


The figures in this study were referred 
to Dr. Paul Daston, chief psychologist, 
Veterans Administration Hospital, Dur- 
ham, North Carolina, for statistical 
analysis. Using Fisher’s ¢ test on differ- 
ences between means with correlated 
data he found the following: 


Mz = 22.12 
SD, = 21.63 


M, = 46.36 i 
SD, = 29.74 
r = 68 
SDpirr = 4.28 
df — 26 
c t = 5.66 
P= <.001 


Conclusion. Results obtained by treat- 

ment were far beyond chance expectan- 
cies. 
I wish to express my appreciation to Miss 
Charlotte Daniels and to Mrs. Annabelle Hall, 
research physical therapists, for their technical 
assistance with this study. 
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rHE OCCURRENCE OF osteitis deformans appears to be more prevalent in 
northern than in southern United States. The etiology of Paget's 
disease may be related to geographic factors rather than to the ac- 
cepted theory of basic vascular abnormalities. In a random national 
survey, the incidence of Paget’s disease in northern United States was 
at least 1 in every 500 hospital admissions of persons over 40 years of 
age, while in North Carolina the occurrence was about 1 in every 
2,300 patients. Other areas with unusually low incidence of Paget’s 
disease include Kentucky, Utah, District of Columbia, Arkansas, and 
Alabama. 

R. §. LACKEY: Geographic incidence of Paget’s disease of bone. Southern M. J. 53: 
602-605, 1960. 


INTRAMUSCULAR INJECTIONS Of Protamide, a denatured proteolytic en- 
zyme, produce rapid relief of pain and subsidence of vesicular lesions 
in patients with herpes zoster. Of 34 patients with this disease, 32 
were relieved of pain and discomfort within a few hours to three days 
after administration of 1.3 cc. of Protamide. Injections were given at 
twelve- to twenty-four-hour intervals for the first two days. Frequency 
of administration was reduced thereafter to 1 injection on alternate 
days. Treatment was continued for five to sixteen days. Postherpetic 
neuralgia did not develop in any patient. In 7 of 10 patients given 
vitamin B,» therapy, severe neuralgia developed, and relief of pain or 
regression of lesions was insignificant. 


A. G. BAKER: Use of Protamide in the treatment of herpes zoster. Pennsylvania M. J. 
63: 697-698, 1960. 
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Fractures 
of the 
aged 


FRANK E. STINCHFIELD, M.D., 
and S. AAHBY GRANTHAM, M.D. 
NEW YORK CITY 


The problem of the elderly person 
who has sustained trauma deserves 
special recognition. An injury that 
is insignificant in a child or young 
adult can cause complications in an 
older person or be accompanied by 
more serious disease. Due to dimin- 
ished tissue elasticity and degenera- 
tive changes affecting the whole 
body system, the effect of trauma is 
greater in old age than in youth. 


FRANK STINCHFIELD and Ss. ASHBY 
GRANTHAM are with the New York 
Orthopaedic Hospital, Columbia-—Pres- 
byterian Medical Center, New York 
City, 
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HM Primarily because of better nursing 
care and the remarkable advances in 
medicine over the past fifty years, oun 
population is growing older. The pro- 
portion of people over the age of 65 
is increasing. By 1975, an estimated 
21,000,000 people will be in this cate- 
gory. 

The effect of trauma is closely related 
to age. An insignificant injury in a child 
or young adult may well be life-threat- 
ening or crippling in the elderly patient 
because of diminished tissue elasticity 
and degenerative changes affecting all 
the body systems to a greater or lesser 
degree. Geriatric patients are more like- 
ly to have serious coexisting disease and 
complications are more prone to devel- 
op. Psychologically, they also exhibit a 
lowered threshold to stress and present 
treatment and rehabilitation problems 
not only to the doctor but also to the 
family and community. Patient-oriented 
fracture treatment in the aged person 
may be best illustrated by considering 
some injuries commonly encountered. 


Body Fractures 


Vertebral body compression fracture is 
frequent after minor incidents, such as a 
cough or a sneeze (figure I). The inci- 
dence of osteoporosis as the primary 
pathology is high in such cases. The eti- 
ology of senile or postmenopausal oste- 
oporosis is unknown, and the condition 
is not easily corrected. All too often, 
however, indiscriminate use of the vari- 
ous corticosteroids is the underlying 
cause of this condition. Bed rest, motion 
within pain limits, light sedation, and 
early ambulation with a well-fitted cor- 


623 





set are all that most cases require. Plas- 
ter jacket immobilization, with or with- 
out hyperextension reduction of the 
fracture, produces no better long-term 
results, adds immensely to the patient’s 
immediate discomfort, and engenders 
complications. If androgens or estro- 
gens are used, their total effect, such as 
salt and water retention with possible 
secondary cardiac effects, uterine bleed- 
ing, and so forth, must be kept in mind. 

An undisplaced pelvic fracture is simi- 
larly managed until pain subsides. Pre- 
vention of bowel or bladder ileus, phle- 
bitis, and decubitus ulcer is of the ut- 
most importance. 

Rib fractures may be especially dis- 
abling in the elderly because of under- 
lying heart disease, asthma, pulmonary 
fibrosis and emphysema, or debilitated 
skin (figure II). Taping may severely 
diminish a borderline respiratory re- 
serve as well as cause painful blisters 
and excoriations. Narcosis may obliter- 
ate the cough reflex and produce accu- 
mulation of pulmonary secretions, suc- 
ceeded by pneumonia. Circumferential 
6-in. Ace bandaging, plus teaching the 
patient how to brace the rib cage with 
his hands for effective coughing, may be 
satisfactory. If this encroaches unduly 
upon respiratory physiology, Xylocaine 
infiltration of the fracture site and the 
intercostal nerves supplying the area 
may be carried out easily, providing re- 
markable relief of six to twelve hours’ 
duration. The broken bone is not the 
problem, but effective over-all treatment 
of the individual may well be. 

Elderly people often fall, and the rea- 
son should be determined if possible. 
Usually, falls are due to poor coordina- 
tion, slower reflexes, weaker muscles, or 
failing vision. However, they may fol- 
low a myocardial infarct, cerebrovascu- 
lar accident, gastrointestinal tumor, 
bleeding, or other serious events. 


»? 


624 








FIG. I. Compression fracture of the twelfth thor- 
acic vertebra in a 75-year-old patient. Note as 
sociated osteoporosis and degenerative arthritis. 
Symptoms of fairly severe back pain subsided 
after two weeks of bed rest with heat and 
aspirin for analgesia. Occasional subsequent mild 
back discomfort has been ‘controlled by a fitted 
corset. 


es 





FIG. 11. Fractures of left clavicle and 6 ribs in a 
92-year-old man who fell from a genitourinary 
examining table. During routine treatment, con- 
gestive heart failure developed. After medical 
management for this complication and the utili 
zation of Xylocaine infiltration for fracture an 
algesia, his fractures healed satisfactorily. 


FIG. Wl. Anteroposterior view of a left wrist frac 
ture in a 65-year-old nurse. Because of radio 
logic and clinical osteoarthritis, fracture involving 
the rvadiocarpal joint was not manipulated and 
early motion was employed. 
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Fractures of the Upper Extremities 


The elderly patient who falls and frac- 


tures the distal radius—a simple Colles’ 
fracture—may not recover easily. ‘Treat- 
ment must be tailored to fit the patient 
and must extend beyond the wrist. Accu- 
rate manipulative reduction and plaster 
immobilization for the usual six weeks 
may be rewarded with a far less effective 
upper extremity than splinting for ten 
days to two weeks ad early initiation 
of motion (figures III, IV, and V). Os- 
teoporotic osteoarthritic joints should 
be spared from prolonged immobiliza- 
tion. The patient should be made to un- 
derstand that a certain amount of de- 
formity must be accepted in return for 
better function. If the teaching of finger 
use is neglected or prevented by an in- 
appropriate plaster cast, a poor result 
may also be expected. Shoulder stiffness 
and pain must be prevented in the anx- 
ious, overly protective elderly person 
with his arm in a sling by specific warn- 
ings to carry out range-of-motion exer- 
cises. Discomfort on rotation and _ ten- 
derness on pressure at the ulnar styloid 
is to be expected during the first six 
months in every patient with this frac- 
ture. Late resection of the distal ulna 
may be performed if the symptoms due 
to a deranged triangular fibrocartilage 


are persistent. In the usual treatment olf 


FIG. Iv. Initial lateral view of left wrist of same 
patient as shown in figure III. At six weeks, pa- 
tient had good motion and a weak grip. At 
three months, she had full use without pain. 


a Colles’ fracture, we find that the use of 
a “sugar-tong” splint after reduction 
permits adjustments to be made as nec- 
essary for maximum immobilization 
while swelling increases or decreases. 
This splint may then be circularized 
with plaster or replaced in about two 
and one-half weeks, when roentgeno- 
grams are obtained to check the main- 
tenance of reduction. 

Another common injury to the upper 
extremity in the elderly person is a frac- 
ture through the so-called surgical neck 
of the upper humerus. Very few of these 
require anything other than a sling for 
support and an Ace bandage swathe 
around the torso for partial immobiliza- 
tion and protection. Pendulum gravity- 
free exercises are instituted when the 
two fragments move as one—in about 
four to eight days—followed by pro- 
gressive active use and _ wall-climbing 
type of exercises. A moderate amount 
of discomfort and marked ecchymosis is 
to be expected at first, but a frozen 
shoulder must be avoided. Reduction 
may be necessary in the unusual case 
with gross soft tissue interposition or 
angular displacement approaching 90°. 
Loss of contact between the fragments 
or displacement of a tuberosity fragment 


into the joint also requires more aggres- 


FIG. v. Anteroposterior, lateral, and oblique 
views of left wrist at nine months of same pa 
tient ds shown in figures III and IV, Examina- 
tion at this time revealed a mild cosmetic de- 
formity and slight limitation of flexion. Her 
only complaint was a mild ache in bad weather. 














FIG. vi. Roentgenogram of a 74-year-old patient 
one and one-half years after a fracture through 
the right 


humerus. This injury was treated with a sling 


the anatomic and surgical neck of 
and swathe and institution of early progressive 
motion, The result was a painless, useful shoul 
der with good motion and strength despite the 
radiologic appearance. 





FIG. Vu. An 
femoral neck in a 73-year-old woman. 


impacted valgus fracture of the 





FIG. vill, Same case as shown in figure VII. A 


Smith-Petersen nail was used for internal fixa 
tion, and the patient was partially mobilized 
rapidly. The fracture has healed satisfactorily. 
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sive treatment. Under anesthesia, the 
shoulder should be flexed and adducted 
to relax the pectoral, biceps, and cora- 
cobrachialis muscles, and the fracture 
should be impacted in the reduced posi- 
tion. It may then be treated as previous- 
ly outlined. If the closed reduction is 
unstable, open reduction or olecranon 
Kirschner wire traction in flexion-adduc- 
tion for about two weeks may be neces- 
sary. Excellent function may be obtained 
despite bizarre x-ray films (figure VI). 
We find no place for hanging plasters, 
airplane splints, or plaster spicas in the 
treatment of these fractures in elderly 
patients. 


Fractures of the Hip 


Fractures of the hip constitute a large 
portion of bony injuries in persons over 
65. Since 1933, when Smith-Petersen de- 
veloped the operative technic of using a 
three-flange nail for the internal fixation 
of this type of injury (figures VII and 
VIII), refinements have been made in 
the means to achieve this end. That the 
injury remains significant, however, is 
revealed by mortality figures of 15 to 20 
per cent for extracapsular fractures and 
4 to 5 per cent for intracapsular frac- 
tures. Furthermore, about 40 per cent of 
intracapsular fractures are complicated 
by clinically significant avascular necro- 
sis and another 20 per cent by nonunion. 
Some of these patients show satisfactory 
results despite altered hip joint mechan- 
ics. Severely comminuted extracapsular 
fractures may be best nailed in a position 
of varus to prevent the nail from cutting 
out and to promote faster union (figures 
IX and X). The benefits of surgery are 
obvious and include relief from pain 
and partial mobilization, with rapid re- 
normal environment. 
Certain complications attendant upon 


turn to a more 


bed rest, such as decubitus ulcer, hypo- 
static pneumonia, bladder stasis with re- 
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FIG, 1x. Severely comminuted intertrochanteric 
fracture in a 66-year-old patient. 


tention and infection, renal and vesical 
calculi, disuse osteoporosis, thrombo- 
phlebitis, and senile psychoses, are more 
easily avoided. Little can be gained and 
much can be lost by excessive procras- 
tination. Morbidity and mortality are di- 
rectly proportional to the time elapsed 
from fracture. Our general policy is to 
consider a fracture of the hip a relative 
emergency; that is, surgery within twen- 
ty-four hours with a fully staffed and 
equipped operating room. There are 
very few medical contraindications to im- 
mediate surgery other than diabetic 


FIG. xI. A displaced subcapital femoral neck 
fracture in a 74-year-old woman. 


FIG. x. Same case shown in figure 1X shortly 
after surgery. The triflange nail and McLaughlin 
6-hole side plate provide secure internal fixation 
to allow mobilization on crutches. 


acidosis or congestive heart failure, and 
these can usually be promptly corrected 
by appropriate therapy. The particular 
anesthetic is less important than the 
anesthesiologist and his technic. The 
physiologic requirements and problems 
of the aged in general, and of the patient 
in particular, must be kept in mind. 
Unless these patients are rapidly mo- 
bilized after surgery—usually much 
against their will—the purpose of sur- 
gery has been negated. Often, the sick- 
est patient will benefit most from mo- 
bilization. Many are released on crutches 


FIG. xl. Case shown in figure XI after insertion 
of an Austin Moore prosthetic femoral head, 
which allowed return to nearly normal activity 
in three weeks. This early good result has been 
sustained. 





FIG. xu. Chronic leukemia and anemia of twelve 
to fifteen years’ duration in a 66-year-old man. 
His poor general medical condition vitiated a 


satisfactory result with conservative measures. 


or on bed-chair status after an average 
hospital stay of three weeks. This is of 
real benefit not only to the patient but 
also to the family and, often, the com- 
munity. 

In recent years, the femoral head re- 
(figures XI and 
XII) has become popular for femoral 


placement prosthesis 
neck fractures for several reasons. Com- 
plications of nonunion and aseptic ne- 
crosis are avoided, and, by permitting 
early weightbearing, a more rapid re- 
turn to nearly normal activity is possi- 
ble. Such a prosthesis is particularly 
suitable for patients with a limited life 
expectancy and for those who could be 
anticipated to have difficulty using 
crutches—for example, those with asso- 
ciated upper extremity fractures, blind- 
and parkinsonism. 


ness, hemiparesis, 


FIG. xv. Roentgenogram obtained in July 1952 
of the left hip of a 79-year-old Negress who 
underwent surgery and radiation therapy (4,300 


r) for carcinoma of the cervix in 1950. 





FIG. xIv. Same case as shown in figure XIII after 
internal fixation with two Rush nails provided 
relief of pain and made partial mobilization 
possible. Fracture went on to union without 
complication. 


The intramedullary variety is used to 
the total exclusion of the short-stem va- 
riety because of inherent mechanical ad- 


vantages. 
Pathologic Fractures 


Malignant neoplasms are the most com- 
mon cause of death in persons over 65. 
The patient with metastatic involvement 
of bone becomes the joint responsibility 
of the internist, the radiotherapist, and 
the surgeon. Intramedullary fixation of 
pathologic fractures of long bones is 
particularly satisfying to patient and 
doctor (figures XIII and XIV) . The pain 
is relieved, and the fracture often heals. 
Radiotherapy may be much more easily 
administered if indicated, and many 
months and, occasionally, years of pal- 


liation may be achieved. One interesting 


ric. xvi. In July 1953, patient shown in figure 
XV presented with left hip pain of one month’s 
duration. Roentgenogram revealed postradiation 
pathologic femoral neck fracture. 




















FIG. xvi, Same case as shown in figures XV and 
XVI. Internal fixation in situ was performed, 
using the Smith-Petersen nail. Roentgenogram in 
January 1954 shows some healing. 


variety of pathologic fracture is that of 
the femoral neck after pelvic radiation, 
usually for carcinoma of the cervix (fig- 
ures XV, XVI, XVII, and XVIII). This 
may be recognized on the roentgen- 
ogram by the varus displacement with- 
out posterior displacement of the fem- 
oral head, an indication of the slow 
growth of the lesion, and is best treated 
by fixation in situ. 


Summary 


The treatment of trauma in the aged will 
gradually come to occupy more of our 





FIG. xvill. Same case as shown in figures XV, 
XVI, and XVII. Most recent film in March 1958 
reveals union. Patient now has an asymptomatic 
hip with a good range of joint motion, 


attention as our population enlarges and 
ages. ‘Trauma is surpassed only by can- 
cer and cardiovascular disease as a cause 
of geriatric mortality and morbidity. All 
doctors must fuifill the obligation to 
render the most effective medical care 
to the elderly patient. 
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THE INCIDENCE of anemia, predominantly symptomatic, is high among 


elderly hospitalized patients. The commonest type is normoblastic 


with plentiful marrow iron. Mortality is high when the anemia is 


secondary to a serious disease predisposing to a similar type of anemia 


in younger people. However, in patients with infection alone or no 


obvious cause of the anemia, the outcome is no worse than in non- 
anemic patients. Iron deficiency is an infrequent but important cause 
of anemia, invariably associated in men, but not in women, with recent 
blood loss. Of 319 elderly patients in a hospital, 30 of the 108 men and 
88 of 211 women were or became anemic. 


IAN R. LAWSON: Anaemia in a group of elderly patients. Gerontologia Clinica 2: 


87-101, 1960. 
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Two-hour postprandial glucose 
determinations in a periodic 
health appraisal program 


THOMAS RUSH, B.S., and 
C. JOHN TUPPER, M.D 
ANN ARBOR, MICHIGAN 


Studies were made of the fasting 
and two-hour postprandial blood 
sugar levels in a group of 548 peo- 
ple undergoing periodic health ex- 
aminations. A decrease in tolerance 
for glucose with advancing age was 
demonstrated, and a 10.8 per cent 
incidence of previously unrecog- 
nized diabetes mellitus was dts- 


( overed. 
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HB Lhis report represents an analysis ot 
the records of 548 patients who par- 
ticipated in the periodic health appraisal 
program for faculty at the University of 
Michigan from July 1, 1956, to July I, 
1958. These data were part of the rou- 
tine studies done on all patients exam- 
ined under this program.}? 

The purposes of this paper are to pre- 
sent evidence for the value of a routine 
two-hour postprandial glucose determi- 
nation in a periodic health examination 
and to show that the incidence of dia- 
betes mellitus is significantly higher in 
the group studied than is generally re- 
ported. 4 

These patients were all professional 
people, either faculty members or super- 
visory personnel of equivalent rank. The 
group was 90 per cent male, with an 
average age of 56.5 years, a range in 
age of 33 to 87 years, and a median age 
of 55 years. In general, the patients 
were not given a preparatory diet and 
the two-hour postprandial blood sugar 
test was given with the other routine 
tests either on the same day that the 
roentgenograms were made or later. 
These roentgenograms routinely includ- 
ed chest, upper gastrointestinal tract, 
gallbladder, and colon.' Hence, the con- 
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ditions regarding preparation with ade- 
quate carbohydrate were somewhat less 
than ideal. These considerations, how- 
ever, were weighed in each case by the 
examining physicians, who were all in- 
ternists, before final diagnoses were 
made. Also, most diagnoses were made 
on the basis of a subsequent three-hour 
glucose tolerance test which was preced- 
ed by a three-day standard glucose tol- 
erance diet. 

Each patient had a fasting blood sugar 
specimen drawn and was then given 100 
gm. of glucose in water solution with 
lemon flavoring. Two hours later, the 
second blood specimen was drawn. The 
laboratory method for glucose determi- 
nation was a modification of the Somog- 
yi technic and, hence, a determination of 
“true” glucose. The University Health 
Service laboratory which conducted the 
tests has an established normal range of 
70 to 100 mg. per cent. Urine specimens 
were obtained with both the fasting and 
two-hour blood samples. Of the 548 pa- 
tients studied, 533 were given routine 
two-hour postprandial blood sugar tests 
initially, and 15 were given glucose tol- 
erance tests directly but following a 
three-day high carbohydrate diet. 

In this group, 59 new cases of dia- 
betes mellitus were diagnosed, and 41 
cases were Classified as diabetes “sus- 
pect” on the basis of laboratory find- 
ings. The “suspect” category includes 
those patients whose blood sugar levels 
were abnormal but who did not meet the 
criteria for the diagnosis of diabetes 
mellitus. Of the 548 patients, 10 were 
known to have diabetes when they pre- 
sented themselves for the examination; 
these cases are not included in the 59 
cases previously mentioned. In each in- 
Stance, the diagnosis was confirmed by 
laboratory findings. The incidence was 
as follows: previously known diabetes 
mellitus, 1.8 per cent; new diagnoses of 
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diabetes mellitus, 10.8 per cent; and dia- 
betes suspect, 7.5 per cent. This gives an 
incidence of diabetes mellitus in this 
group of 12.6 per cent and an incidence 
of significantly lowered tolerance for 
glucose of 20.1 per cent. It should be 
noted that these percentages are based 
upon an incidence derived from the ex- 
an.ining physician’s final diagnosis of 
each patient concerned. No attempt was 
made in any of these cases to impose an 
absolutely standardized interpretation 
of the laboratory results. However, the 
maximum limits of normal at this medi- 
cal center are generally considered to be 
160 mg. per cent at one hour and 120 
mg. per cent at two hours. Many physi- 
cians consider the latter value to be ex- 
cessively liberal. 

A study of the method by which our 
results were obtained shows that 4 of 
the 59 diabetic patients newly diagnosed 
were given glucose toierance tests only, 
38 were given both the routine two-hour 
postprandial test and a subsequent glu- 
cose tolerance test, and 17 were diag- 
nosed solely on the results of the two- 
hour postprandial test. In this last cate- 
gory, most levels at two hours were 
above 160 mg. per cent. The correspond- 
ing breakdown for the group with the 
diagnosis of “diabetes suspect” is: none 
by glucose tolerance test only, 21 by 
two-hour postprandial and glucose tol- 
erance tests, and 20 by two-hour post- 
prandial determinations alone. 

It is interesting to note that, with one 
exception, no diabetes mellitus was 
found in those patients whose two-hour 
postprandial level was below 110 mg. 
per cent. Two hundred and twelve pa- 
tients had a two-hour level above 100 
mg. per cent. Of these, 105 were given 
subsequent glucose tolerance tests after 
standard dietary preparation. Of the 
other 107 patients diagnosed on_ the 
basis of the two-hour postprandial value 
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TABLE | 


Relationship of Diabetes to Two-Hour Postprandial Glucose Levels 























Normal Diabetes | Suspect 
Mg. Total | ——s Total 
percent number Per Number | Per Number | Per Number she 
Number cent of GTT’s| Number cent of GTT’s| Number cent of GTT’s 
Below 100 321 | 320 997 O| 1 os 1] 6 960° 64° Bea 
100-109 63 | 56 888 11] 0 0 | 0] AR eee! a 
110-119 47 | 27 574 12] 8 17.0 8 | 12 255 6 42.5 
120-129 25 18 72.0 10| 3 120 1 | 4 160 1 28.0 
130-139 18 | 8 444 6| 6 333 51 4 222 #214; 555 
140-149 13 | 2 154 2] 4 308 3|/ 7 538 6| 846 
150-159 13 | 5 384 5| 5 384 4] 3 231 24 61.5 
160-169 8 | 0 000 oO] 8 100.0 3] 0 000 O|} 100.0 
170-179 9 | 1 Wa 1] 8 888 6] 0 000 o| 888 
Over 180 16 | 0 000 0j12 750 7) 4 250 3) 100.0 
533 | 437 82.0 47 | 55 10.3 38) 41 7.7 21 18.0 
alone, 17 were declared diabetic, 20 130 mg. per cent, the patient has well 


were called “suspects,” and 70 were di- 
agnosed as normal. 

The majority of the 70 normal cases 
had two-hour postprandial blood sugar 
values of from 100 to 110 mg. per cent 
and very few were over 120 mg. per cent. 
Of the 105 patients given the glucose 
tolerance test after the routine two-hour 
postprandial test, 37 proved to be dia- 
betic, 21 were labeled suspects, and 47 
were called normal. An over-all picture 
of the relationship of these patients to 
two-hour postprandial levels can be ob 
tained by referring to table 1. The num- 
ber of glucose tolerance tests given in 
each segment is included in the table, so 
that one may see the number of diag- 
noses which were made without recourse 
to a subsequent three-hour glucose tol- 
erance test. 

Clearly, the incidence of diabetes mel- 
litus increases greatly as the two-hour 
postprandial level rises. At a level above 
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over a 50 per cent chance of being called 
abnormal, and after 160 mg. per cent is 
reached, there is little question of the 
diagnosis. 

This group of cases also confirms the 
recent scepticism regarding the validity 
of using a fasting blood sugar over 100 
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FIG. 1. Mean two-hour postprandial glucose levels 
by age groups. 


GERIATRICS, SEPTEMBER 1960 











TABLE 2 


Incidence of Diabetes by Age Groups 








ha  leieadiaeil | Diabetes | Suspect Total per cent 
| Number Percent | Number Per cent abnormal 

Under 40 | 10 0 00 | 0 0.0 0.0 
40-44 | 50 | 3 6.0 | 2 4.0 10.0 
45-49 | 73 | l 1.4 | l 1.4 | 2.8 
50-54 | 127 12 94 | 6 ae 14.1 
55-59 | 91 13 Wa j. 3 5 | 19.8 
60-64 | 75 12 16.0 | 9 12.0 | 28.0 
65-69 | 65 | 13 20.0 | 11 16.9 | 36.9 
70-74 | 29 5 a a 6.9 | 24.1 
75-79 | 22 10 455 | 4 18.1 63.6 
Over 80 | 6 | 0.0 | 16.7 16.7 
| 548 | 69 4 |. 41 7.5 20.1 





mg. per cent and glucosuria as screening 
technics,® for, of the 59 
tients, only 33 had fasting blood sugars 


diabetic pa- 
above 100 mg. per cent and only 1 had 
both an elevated fasting blood sugar and 
glucosuria. Thus, at least 25 cases, or 
12 per cent, of mild diabetes mellitus 
would have been missed using such cri- 
teria. 

Undoubtedly, the age of this group of 
patients enters into the extraordinary 
findings encountered. Figure I, showing 
the mean two-hour postprandial values 
by age groups, demonstrates convincing- 
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FIG. u. Frequency distribution of two-hour post- 
prandial glucose levels. 
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ly the decreased tolerance for glucose 
with increasing age. When the groups 
over 80 and under 40 years of age are 
excluded because their numbers are too 
small, it can be seen that the mean two- 
hour postprandial level rises sharply 
after the age 50. Moreover, reference to 
table 2, showing the incidence of dia- 
betes in relation to age, will further es- 
tablish this point. The less striking re- 
in table 2 can, perhaps, be ex- 
plained by a tendency on the part of the 


sults 


examining physicians toward more leni- 
ency in the diagnosis of diabetes in the 
older patients. The frequency distribu- 
tion of the two-hour postprandial glu- 
cose levels is shown in Figure II. The 
findings here closely correspond to those 
recently reported by others in similar 
investigations.’ It will be seen that the 
two-hour values are higher than is gen- 
erally accepted as normal.*:8 However, 
many of these values may vary due to 
the lack of a standard preparatory diet. 

In consideration of this last point, an 
analysis was made of the correlation be- 
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tween the two-hour postprandial blood 


sugar level and the two-hour level in 
the glucose tolerance test, a test preced- 
ed by a three-day high carbohydrate 
diet. Even though glucose tolerance de- 
terminations appear in many instances 
to be capricious with regard to repro- 
ducibility,”® it is believed that the fol- 
lowing findings are of value, for, in all 
likelihood, the capricious cases in this 
The 
total number of patients who received 


group should cancel each other. 
both a two-hour postprandial test and 
a glucose tolerance determination was 
110; of these, the two-hour value of the 
glucose tolerance test was equal to the 
two-hour postprandial value in only 2 
cases. In the remaining cases, the glu- 
cose tolerance test value at two hours 
was lower than the two-hour postpran- 
dial value 79 times and higher 29 times. 
In other words, the glucose tolerance 
test value was below the two-hour post- 


3 of 4 


The ranges of difference, the mean dif- 


prandial value in almost cases. 
ferences, and the percentages are shown 
in table 3. It is worthy of mention that 
only 25 per cent of the cases fell within 
a plus or minus 10-point range upon 
comparison of the two-hour postprandi- 
al value with the two-hour value of the 
three-hour glucose tolerance test. This 
that a diabetes 


suggests diagnosis of 


mellitus should not be made on the basis 
of a two-hour postprandial blood sugar 
test alone; when the value is elevated, it 
is an indication for a diagnostic glucose 
tolerance test. 

The relationship of family history to 
of diabetes mellitus in this 
group was considered also. The family 


incidence 


history was considered positive if the 
patient mentioned either diabetes or big 
babies—over 10 lb. at birth. Of the 548 
patients, 80, or 14.6 per cent, fell into 
this category. Table 4 shows the num- 
bers and the percentages of diabetes, 
diabetes suspects, and normal cases in 
relation to family history. It shows that, 
of the 69 diabetic patients in this group, 
14, or 20.3 per cent, had positive family 
histories, and 55 had no family history. 
The corresponding figures for the group 
of suspects and for the normal group 
are 12.2 per cent and 13.9 per cent re- 
spectively. When the group with positive 
family histories is considered separately, 
the incidence of positive diabetes melli- 
tus is 17.5 per cent; of possible diabetes, 
6.2 per cent; and of normal glucose tol- 
erance, 76.3 per cent. The group with 
negative family histories shows corre- 
sponding incidences of 11.8 per cent, 7.7 
per cent, and 80.5 per cent. Hence, in 
this group of patients, the incidence of 
diabetes is almost 6 per cent higher in 


Correlation of Values From Two-Hour Postprandial 


TABLE 3 


and Two-Hour Glucose Tolerance Tests 





Number | Per cent | Mean difference 


GTT greater than 2-hr. PP 29 | 
GTT equal to 2-hr. PP 2 | 
GTT less than 2-hr. PP 79 | 

TOTAL 110 | 


26. 


WAS 





Range of 
| difference 
4 | 27.41 mg.% 1-134 mg.9 
1.8 | 0.00 mg.% O mg.% 
8 30.55 mg.% 1-117 mg.% 
| 
100.0 | 
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TABLE 4 


Family History Versus Incidence 











| Number 
Positive family history: | 
Diabetes 14 | 
Suspects 3 
Normal 61 
Total 80 
Negative family history: 
Diabetes op, 
Suspects | 36 
Normal | 377 
Total | 468 


Percentage of Percentage of 


diagnostic group family history group 
20.3 WS 
12.2 6.2 
13.9 76.3 
719.7 11.8 
87.8 ta 
] 
86.1 80.5 








those individuals with positive family 
histories than in those without, and, in a 
patient with a family history of diabetes 
or of big babies, the chance that dia- 
betes mellitus may develop is half again 
as great as in the patient without such a 
family history. One must recognize fur- 
ther that patients in this age range may 
have incomplete information about fam- 
ily history and that diabetes may have 
existed in their relatives without recog- 
nition. 


Conclusions 


@ The incidence of diabetes mellitus 
in the entire group of 548 patients was 
12.6 


higher than the | to 2 per cent that is 


per cent, which is considerably 
generally found, even if allowances are 
made for the age of this group. Though 
the vast majority of the cases which were 
newly diagnosed in this study were mild, 
they still represent a basic metabolic de- 
fect. In our opinion, early recognition 
of such a defect and appropriate thera- 
py may make a significant contribution 
to the future health of the individual. 
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@ The value of the two-hour post- 
prandial glucose determination as a 
screening technic to indicate need for a 
glucose tolerance test for definitive diag- 
nosis is strongly demonstrated in our re- 
sults. The inadequacy of glucosuria and 
elevated fasting blood sugar levels as 
screening criteria is also manifest. One 
of the definite advantages of the two- 
hour postprandial test is that, as the 
level rises, the index of suspicion is 
heightened and, after 180 mg. per cent 
is reached, the test is practically diag- 
nostic. In this group, 44.8 per cent of 
those cases with two-hour postprandial 
levels above 100 mg. per cent were final- 
ly diagnosed as abnormal. It is believed, 
however, that final diagnosis should not 
rest solely on the two-hour postprandial 
cases with 
over 130 mg. per cent proved to be nor- 


value, for many values of 
mal, or at least merely suspects, upon 
subsequent administration of a_three- 
hour glucose tolerance test after proper 
diet preparation. 

@ The lack of a high carbohydrate 
preparatory diet led to “abnormal” re- 
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sults in almost 75 per cent of the cases 
in this group. In all probability, the rou- 
tine use of a preparatory diet before the 
two-hour postprandial test will eliminate 
many unnecessary follow-up glucose tol- 
the 
screening sensitivity of the test. How- 


erance tests, without decreasing 
ever, it must still be emphasized that the 
two-hour postprandial blood sugar test 
is a screening and not a diagnostic meas- 
ure. This course of action has been un- 
dertaken in the periodic health appraisal 
program. 

@ Family history and babies of over 
10 lb. did not prove very significant in 
this particular group. While the inci- 
dence of diabetes was half again as great 
in the patients with a positive family 
history of diabetes or big babies, this 
incidence was only 6 per cent greater 
than that in the group without such his- 
tories. Hence, it appears that family his- 
tory should be used in addition to other 
factors, such as obesity, merely to 
heighten suspicion and suggest further 
diagnostic evaluation. Definitive diagno- 
sis should rest on glucose tolerance test 
values. 
also served 
fact that 


glucose decreases with 


@ This study 
the established 


to confirm 
tolerance for 
age. This factor 
is apparent both in the two-hour post- 
prandial levels and in the incidence of 


diabetes mellitus in different age groups. 
Summary 


An analysis was made of 548 patients 
who had been given routine two-hour 
postprandial tests in a periodic health 
examination program. This procedure 
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revealed an incidence of diabetes mel- 
litus of 12.6 per cent, with another 7.5 
per cent of the patients classified as pos- 
sibly having diabetes. ‘The advantages of 
the two-hour postprandial method over 
random urine examination or fasting 
blood sugar levels as screening technics 
were demonstrated, and the effect of the 
absence of a high carbohydrate prepara- 
tory diet on the two-hour levels was in- 
vestigated. 

The study further confirmed the de- 
crease in tolerance for glucose with ad- 
vancing age. The relationship between 
family history or big babies and the in- 
cidence of diabetes mellitus was consid- 
ered. The inadvisability of making a 
final diagnosis of diabetes mellitus sole- 
ly on the basis of a single two-hour 
postprandial blood sugar determination 
was shown. 
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“There is a growing recognition by 
Health Authorities throughout the 
world that arthritis is the greatest single 
cause of protracted illness.” 


Rehabilitation 
of aged with 
rheumatoid 
arthritis 


H. S. ROBINSON, M.D., C.M. 
VANCOUVER, BRITISH COLUMBIA 


Elderly persons have characteristics 
which may necessitate modification 
of a rheumatoid arthritis treatment 
program. Rehabilitation should be 
available in acute, chronic, and 
convalescent hospitals and in the 
home. In addition, there should be 
special rheumatic outpatient treat- 
ment centers. Facilities and pro- 
cedures of the Canadian Arthritis 
and Rheumatism Society in British 
Columbia are described. 


H. §. ROBINSON is medical director, 
British Columbia Division, Canadian 
Arthritis and Rheumatism Society, 
Vancouver, 
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HH The value of intensive inpatient re- 
habilitative care in selected patients with 
rheumatoid arthritis and Marie-Striim- 
pell spondylitis has been well docu- 
mented.?;? There has been growing in- 
terest in the rehabilitation of patients in 
home treatment programs. However, 
little has been said specifically about the 
disabled rheumatoid patient in the over- 
64 age group. 

The average duration of life of the 
rheumatoid patient is slightly less than 
that for persons in the general popula- 
tion but is not likely to be altered after 
the age of 50 years.5 Population studies 
by Kellgren and Lawrence and Cobb and 
others have attempted to determine the 
incidence of rheumatoid arthritis in 
some populations. These studies suggest 
that between the ages of 55 and 64, 2 per 
cent of the population have definite 
rheumatoid arthritis and 5 to 12 per 
cent have probable or possible rheuma- 
toid arthritis.® 

A substantial proportion of persons 
with rheumatoid arthritis enter the 
“golden years,” and their ranks are fur- 
ther swelled by the not inconsiderable 
number in whom this illness develops in 
the seventh, eighth, and ninth decades. 
In this regard, it is interesting that of 
3,663 patients suffering from a variety 
of rheumatic ailments, referred for 
physiotherapy to facilities of the British 
Columbia Division of the Canadian Ar- 
thritis and Rheumatism Society in 1958, 
slightly more than one-third were over 
the age of 64. 

The problem of what should be done 
for these elderly patients and their re- 
sponse to rehabilitation form the basis 
for this presentation. It is implied 
throughout that the patient is under a 
carefully supervised medical regime, 
which may involve the adjunct use of 
drugs, and that surgical orthopedic pro- 
cedures will at times be required. 
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TABLE ] 


Functional Status of 158 
Patients with Rheumatoid 
Arthritis or Marie-Striimpell 
Spondylitis over Age 64 





Rehabilitation Need 


The decision as to where major empha- 
sis in rehabilitation should be placed 
will depend, logically, on where these 
patients are to be found. In the city of 
Vancouver, with a population of approx- 
350,000, a few acutely ill rheu- 
matic patients may be found in the 


imately 


wards of the general hospitals. Another 
small group of severely disabled patients 
with rheumatoid arthritis is found in the 
nursing homes. A recent survey showed 
that 6 per cent of the 800 inmates of 
nursing homes in greater Vancouver had 
severe arthritis as the major reason for 
admission. Of these patients, 38 were 
women whose average age was 76. Most 
of them had rheumatoid arthritis. The 
majority of disabled rheumatoid pa- 
tients are to be found at home, “‘home”’ 
being defined as any place outside an 
institution, for example, foster homes, 
boarding homes, or private homes. 

It is fair to say that a major emphasis 
of rehabilitation for the elderly rheuma- 
toid patient is needed in outpatient cen- 
ters and at home. The substantial need 
for rehabilitation of elderly arthritic per- 
sons is pointed up by the functional 
status of patients referred for treatment 
to the Canadian Arthritis and Rheuma- 
tism Society. 

A study of the current total case load 
of rheumatic patients throughout the 
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Functional class No. of patients 
1. Unimpaired or slightly 29 
impaired 
Il. Complete self-care 59 
III. Partial self-care 42 
IV. Severely impaired 28 
Total 158 








British Columbia, with a 
population of 1.5 million in July 1959, 
showed that 1,148 patients were receiv 


Province of 


ing physiotherapy. Of these, 497, or 43 
per cent, were over the age of 64. Of this 
group, 158 had rheumatoid arthritis or 
Marie-Striimpell spondylitis. ‘The func- 
tional status of these elderly patients at 
the time of admission for treatment is 
shown in table 1. 

At the time of referral, 29 patients 
had little or no functional disability, 
while 28 were seriously disabled. ‘The 
remaining 101 were disabled to a lesser 
extent and were able to manage their 
daily affairs at either rooming house 
level or with the help of another person. 
To express it another way, 88 patients 
could care. for themselves completely 
and were able to go to meals and use 
public transportation, while 70 patients 
either required the help of another per- 
son to perform daily activities or were 
nursing home or bed patients. 

Such figures as these indicate the great 
backlog of disabled individuals in the 
elderly rheumatoid group. These pa- 
tients should at least have the oppor- 
tunity of evaluation and receive the ben- 
efits of rehabilitative care if it is indi- 
cated, 

Facilities 
A well-rounded program designed to 


meet the needs of the arthritic patient 
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should make several facilities available. 
Rehabilitative treatment should be avail- 
able in acute, chronic, and convalescent 
hospitals and in the home. There should 
be special rheumatic outpatient treat- 
ment centers, and there is also a definite 
need for inpatient beds in these centers 
for the selected elderly patient. In addi- 
tion, a diversional program complements 
and assists in bringing maximum benefit 
to some of these patients. 

In British Columbia, facilities set up 
by the Canadian Arthritis and Rheuma- 
tism Society have been designed to try 
to meet this need. Throughout the prov- 
ince, physiotherapists have been made 
available to treat patients in outpatient 
physiotherapy departments, in local hos- 
pitals, and in the home. In addition, a 
mobile occupational therapy van_ is 
taken on visits to many areas, bringing 
occupational therapy to the home. The 
functional problems of patients are 
solved in part by providing self-help de- 
vices and giving advice about adjust- 
ments in the house. 

In Vancouver itself, inpatient beds are 
available in the G. F. Strong Rehabilita- 
tion Centre, and patients requiring in- 
tensive and specialized inpatient care 
are referred by physicians throughout 
the province. There is also at this center 
a large outpatient program, with a case 
load of approximately 225 rheumatic 
patients who receive treatment 2 or 3 
times weekly on prescription from their 
attending physician. Of this group, 42 
per cent were over the age of 64 as of 


January 1, 1960. The team of occupa- 


tional therapists, physiotherapists, — so- 
cial workers, and nurse is available at 
the request of the doctor for home treat- 
ment. 

In addition, there is an arts and crafts 
program for selected patients at home 
as well as in a large outpatient room 
where patients may learn such skills as 
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pottery, ceramics, jewelry making, use 
of silk-screen technics, sewing, and other 
crafts. Approximately one-third of the 
37 current patients attending this out- 
patient department are in the older age 
group. 

It has been our experience that a co- 
ordinated, integrated program of this 
sort allows the application of the vari- 
ous technics of rehabilitation to the larg- 
est number of needy rheumatic patients. 
It will be successful only if there is close 
coordination of all aspects of the pro- 
gram. A side effect of the program is 
that case finding can be carried out for 
suitable patients for more intensive re- 
habilitation care in special centers. Fur- 
thermore, availability of a central reha- 
bilitation unit provides a source of 
trained personnel who can enter into ed- 
ucational, home, and outpatient pro- 
erams. 

Facility of transportation to the vari- 
ous treatment centers is of great impor- 
tance. Many patients are unable to trans- 
port themselves because of their eco- 
nomic situation and their disease. ‘Trans- 
portation is given a major priority and 
is carried out by both volunteer and 
paid drivers. 

Experience suggests that outpatient 
treatment, where possible, has advan- 
tages over home treatment insofar as the 
individual is concerned. Patients are 
stimulated by leaving their environment 
for even two or three hours. In addition, 
they see many other patients coping with 
various handicaps and learn more quick- 
ly to accept their disease and its limita- 
tions. 

Results of Home Treatment Program 

Tabulation of the resuits of the treat- 
ment program of a rehabilitation team 
in the home is difficult. In the older age 
group, return to work is not usually a 
measurable item, since many are not 
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TABLE 2 


Major Reasons for Homebound 
Status of Rheumatoid 
Arthritis Patients over 64 








Cases 

Acute flare-up in chronic disease 16 
Severe disability 85 

Concurrent disease 13 

Poor motivation 4 

Total 118 





working or taking part in household ac- 
tivities. In an attempt to estimate the 
degree of improvement in a group of 
patients treated at home, we based im- 
provement on changes in the functional 
status of the patient before and follow- 
ing treatment. 

Over a five-year period in Vancouver, 
229 homebound patients with rheuma- 
toid arthritis, including a few with spon- 
dylitis, were treated in the home. Of this 
total group, 118, or slightly more than 
one-half, were over 64. These patients 
were the hard core of the severely dis- 
abled rheumatic population and were 
unable to use our system of transporta- 
tion to get to outpatient treatment facili- 
ties. An analysis of the reasons for 
homebound status is seen in table 2. 

As can be seen, the great majority of 
these patients were severely disabled. In 
addition, some were disabled because of 
concomitant disease, and 4 were poorly 


motivated. The average length of treat- 
ment at home covered 8.6 months. The 
physiotherapist made home visits twice 
weekly at the beginning of treatment 
and once or twice weekly over the entire 
period of time. Other members of the 
team were called in when required. Pa- 
tients were assessed by the physiothera- 
pist as to functional status before and 
after the treatment program. 

The results of home treatment meas- 
ures on the functional status of these pa- 
tients were reviewed at termination of 
treatment. 

In table 3, the degree of improvement 
in these elderly homebound patients is 
compared with the change in functional 
status of a rheumatoid population of all 
ages seen over one year in all treatment 
situations. 

It is clear that the extent of improve- 
ment is less in the homebound, with 
fewer reaching the much improved clas- 


Results of Rehabilitation Treatment Facilities 





TABLE 3 in Functional Improvement 

Total Unimproved* | Improved* | Much improved* 
Over 64 homebound _ 30% | 49% 21% 
All ages and stages | 522 29% | 35% 36% 


it 





*Response7—grades 1-4 include: 


Much improved—improvement of one or more classes 


Improved—improvement within a class 
Unimproved—patient unchanged or worse 
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sification. Despite this, 15 of this hard 
core of disabled rheumatoid patients im- 
proved sufficiently to attend the outpa- 
tient clinic. The application of rehabili- 
tation measures has resulted in about 70 
per cent of patients in both groups 
showing some measure of improvement. 
These functional results are not corre- 
lated with changes in activity of disease 
or changes in medical management of 
the patient but merely indicate the 
changes that took place during the 
course of application of rehabilitation 
services. 

If one examines the unimproved group 
of homebound patients, one sees that the 
course of treatment was complicated in 
50 per cent of them by the development 
of some concurrent illness. 


Discussion 


There may be little reason to break 
down groups of rheumatic patients into 
age categories, since technics of rehabil- 
itation are similar, by and large, in all 
disabled groups. Nevertheless, older pa- 
tients do have individual characteristics 
which may modify a treatment program. 
They frequently live alone or with an 
aging partner who is unable to give sup- 
port and physical help. Multiple disease 
is frequent, and the condition is often 
not one of arthritis alone. Concomitant 
heart disease and mental change may 
make rehabilitation of any degree im- 
possible. 

Also, the ultimate goals may be differ- 
ent from those of younger groups. The 
convalescent, over-64 rheumatic patient 
has little likelihood of getting back into 
active work again unless he is self-em- 
ployed. The psychologic characteristics 
of aging also frequently affect the ap- 
proach to treatment. It is found, for ex- 
ample, that older persons dislike change 
and tend to prefer definite daily rou- 
tines which they can follow. In the ab- 
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sence of overt senility, there are, none- 
theless, difficulties concerning judgment 
and, sometimes, difficulties in retaining 
the interest of the older patient, for ex- 
ample, in carrying out repetitive exer- 
cise. Nevertheless, it is surprising how 
many of these patients are able to learn 
and to manage effective activities if they 
are well motivated. 

On the basis of experience with the 
type of program discussed, success or 
failure in rehabilitation of the elderly 
rheumatic patient depends on various 
factors: (1) motivation of the patient, 
(2) presence or absence of concurrent 
illness, (3) extent of physical deformi- 
ties and capacity of the rehabilitation 
worker to recognize the residual physi- 
cal capabilities, (4) successful use of 
self-help devices, (5) recurrence of ac- 
tive disease, (6) adequate follow-up 
program, and (7) availability of finan- 
cial support to make help available to 
the economically impoverished chronic 
disease patient. 

In respect to the motivation of the pa- 
tient, it is quite clear to those working 
in rehabilitation that the effectiveness of 
a program depends almost entirely upon 
the desire of the individual patient to 
improve his condition. Patients who 
have become passively dependent may 
be in an irreversible situation. Motiva- 
tion may be measured in various ways. 
Psychosocial data as to the common de- 
nominators of successful rehabilitation 
of those with arthritis have been studied 
by Lowman and associates,’ and a num- 
ber of common factors are cited. While 
such factors are of considerable interest 
and help, motivation in the individual 
patient is nonetheless difficult to deter- 
mine. In utilizing a scheme of rehabili- 
tation, such as is mentioned, it is possi- 
ble to make a practical test of the pa- 
tient’s motivation before admission to 
an expensive rehabilitation clinic bed. 
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Continued visits to the home and con- 
tact with the patient and his family usu- 
ally allow a shrewd appraisal of motiva- 
tion by the field worker. The home visit 
may reveal the patient who, while ob- 
viously disabled, has already devised 
means of assisting himself in self-care 
and independence in the home on his 
own initiative. This is in sharp contrast 
to the patient with similar disabilities 
who has resigned himself to complete 
dependency. Experience suggests that a 
practical appraisal of this sort, together 
with an estimation of motivation by 
more conventional measures, greatly as- 
sists in deciding whether the patient is 
likely to use inpatient rehabilitation fa- 
cilities to advantage. 

A further word may also be said 
about the extent of physical deformities 
found in the rheumatoid patient. In the 
absence of acute disease, one is continu- 
ally amazed at the capabilities of badly 
deformed rheumatoid patients if they 
are well motivated. We have many in- 
stances of grossly crippled patients who 
manage to live alone and adequately 
carry out the simple needs of the day. 

Nevertheless, certain deformities stand 
out in terms of severe disability. By and 
large, if the knees are straight, the pa- 
tient can get about the home. Most of 
the difficulty is caused by flexion deform- 
ity of the knee, a tragedy because it is 
largely preventable. If the condition is 
longstanding in the aged patient, correc- 
tion by manipulation, traction, or other 
surgical approach may not be feasible. 
A few degrees of flexion may preclude 
significant ambulation. From this state, 
enforced inactivity often leads to deterio- 
ration of the ability to get in and out of 
bed, use toilet facilities, or even manage 
a wheel chair unless an active physical 
treatment program is prescribed. 

When a maximum improvement in 
physical strength is attained by physical 
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measures, the use of self-help devices 
and adjustments in the home can do a 
great overcome residual func- 
tional disabilities of many types. Assess- 
ing the limitations of the disabled ar- 


deal to 


thritic patient and devising means of 
overcoming the functional deficit as far 
as possible are measures of the skill of 
the rehabilitation worker. This frequent- 
ly is largely a matter of both experience 
and ingenuity. 

In determining functional status, the 
patient should be tested by actual trial 
to determine the ability to carry out self- 
help, ambulation, and other activities of 
daily living. Devices should be used only 
when adequate physical and medical 
treatment is unable to overcome the in- 
dividual problem. 

In our program, assessment of self- 
help, the making of self-help devices, 
and home adaptation are carried out by 
the occupational therapist. The most 
common adjustments include the use of 
simple devices to overcome difficulties in 
dressing, washing, and so forth. Adjust- 
ment in toilet seats, elevation of chairs, 
use of chairs-on-wheels, adjustment of 
beds and mattresses, and use of fracture 
boards frequently effectively improve 
the ability of patients to get about and 
The 
resting splints, working splints for 


manage their own affairs. use of 
wrists, knee braces, shoe bars, and ad- 
vice as to proper shoes are day-to-day 
problems in the home and outpatient 
departments. 

the home with such 


things as ramps and stair elevators may 


‘Modification of 


greatly improve patient mobility. 

Experience with this type of adapta- 
tion has led at times to designing new 
homes for the disabled rheumatic pa- 
tient. It has also led to active assistance 
in planning public housing projects, so 
that the the disabled of all 
types may be met. 


needs of 
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Summary 


The need for rehabilitation facilities for 
elderly rheumatoid patients both in the 
community at large and in special reha- 
bilitation facilities is discussed. The 
greatest number of patients will be 
served in outpatient and home treatment 
programs. Facilities available to doctors 
as set up in the British Columbia Divi- 
sion of the Canadian Arthritis and Rheu- 
matism Soicety are briefly discussed. 
The factors found most important in 
successful rehabilitation of the elderly 
arthritic patient include such factors as 
motivation, presence of concurrent ill- 
ness, extent of physical deformities and 
recognition of residual physical capabil- 
ities, successful use of self-help devices, 
continued follow-up and supervisory 


support, and the availability of funds to 
provide such needs to the financially im- 
poverished rheumatic patient. 
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IN THE TREATMENT of acute gouty arthritis, desacetylmethylcolchicine 


(DMC), desacetylthiocolchicine 


(DTC), and trimethylcolchicinic 


acid (ITMCA) are effective; colchicoside is somewhat beneficial; and 
colchicine is ineffective. DMC and DTC may produce agranulocytosis, 
but ITTMCA apparently does not have such toxicity. Antigout and 
antimitotic effects of colchicine and some of its analogues can be dis- 
tinguished by changes in the molecular structure. The specific con- 
figuration of the side chains on the third ring of the colchicine mole- 
cule seems to be necessary in order to elicit the antigout effect. 


S. L. WALLACE: Colchicine analogues for acute gout. Arthritis & Rheumatism 2: 389 


395, 1959. 
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Intensive 
psychotherapy 
for the 
hospitalized 
aged 


ROBERT N. BUTLER, M.D. 
WASHINGTON, D. C 


Results of testing the range and 
limits of applicability of psycho- 
therapy to the aged have been en- 
couraging. Collaborative use of age 
as a defense, cultural and counter- 
transference attitudes, and current 
concepts of organic brain disorders 
are factors affecting the transforma- 
tion of a medical—nursing-—custodial 
care program to an active psycho- 
therapeutic program for the aged. 


ROBERT N. BUTLER is research psychia 
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tic In-Patient Program for the Psychi- 
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HB Observations derived from partici- 
pating in the development of a 12-bed 
unit established to provide an intensive 
psychotherapeutic inpatient program 
for psychiatric disorders of the aged 
form the basis of this report. The initial 
planning for this program, including its 
basic orientation as well as its imple- 
mentation, will be described in a sepa- 
rate communication. The program may 
be viewed as a gross statement of the 
conditions of an experimental under- 
taking—testing the range and limits of 
the applicability of psychotherapy to the 
aged person. 

With respect to both research and 
treatment, the aged and the psychiatric 
disorders of the aged have received in- 
sufficient attention in this country, de- 
spite the fact that the number of old 
persons and the incidence of psychiatric 
disorders among them have continued to 
increase dramatically.! Insofar as psychi- 
atric investigation is concerned, recent 
work has demonstrated the amenability 
of certain groups of psychiatrically dis- 
ordered aged to active treatment, includ- 
ing psychotherapy.?> Diagnostic tech- 
nics to simplify recognition of the treat- 
able groups have been refined.*§ Thus 
the premise was assumed, in this under- 
taking, that certain disorders of the aged 
are both recognizable and treatable. 

Despite recent developments, there are 
very few diagnostic and active psycho- 
therapeutic centers for geriatric patients 
in this country.®.1° By and large, the 
psychiatrically disabled aged person con- 
tinues to be regarded as explainable in 
organic terms and as untreatable, and he 
is relegated to custodial care.!! Further- 
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more, to our knowledge, no intensive 
psychotherapeutic units for aged pa- 
tients exist, intensive psychotherapy 
being defined here as individual, insight- 
oriented psychotherapy involving up to 
4 or 5 sessions per week, with patients in 
residence in a psychotherapeutically ori- 
ented milieu. Such a unit was estab- 
lished here in December 1958. 

Patient groups. The observations that 
follow are derived from the intensive 
study of 12 aged patients over a nine- 
month period. The active therapy unit 
began with 6 patients inherited from the 
preexistent medical-nursing-custodial 
care program. These patients, ranging 
in age from 75 to 95, with a mean of 83, 
had varied diagnoses. Re-evaluation was 
undertaken to determine if psychothera- 
py would be indicated in any of these 
patients; 2 patients were later recom- 
mended for therapy and | accepted. 

During the first nine months of the 
program, there were 14 inquiries for ad- 
mission. Of these applicants, 11 were 
considered suitable candidates for psy- 
chotherapy and 3 were unsuitable be- 
cause of strokes. Six were admitted, 
and the families decided against ad- 
mission in the remaining 5. Table 1 
gives identifying data and diagnoses for 
the admitted patients; all diagnoses were 
made in conformity to the American 
Psychiatric Association nomenclature.” 
One patient was withdrawn after two 
weeks of psychotherapy because the fam- 
ily felt that the patient’s condition, in- 
volutional psychotic reaction, was hope- 
less. The remaining 5 were assigned to 
psychotherapists. Duration of the ill- 
nesses precipitating admission in these 6 
patients varied from two months to five 
years, but admitting circumstances in all 
followed acute exacerbations. 


General Observations 


The transformation from a medical— 
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Active Therapy Groups 





TABLE | (6 Aged Patients) 
Sex 
Males 2 
Females 4 
Age 
Range 66 to 80 
hihsines 125 


Present marital status 


Married 5 
Widowed 1 
Native-born 6 
Diagnoses 
Involutional psychotic 
reaction 3 


Psychotic depressive reaction 

Schizophrenic reaction, latent 
and conduct disturbance 1 

Depressive reaction (neurosis) 
and acute brain syndrome, 
drug intoxication ] 





nursing—custodial care program to an 
active, psychotherapeutically oriented 
one proved to be slow and complicated, 
as might be expected with the inaugura- 
tion of any new program. Nevertheless, 
the new program has become established 
and is in full operation. 

One major factor that affected the 
transformation was the occurrence of a 
phenomenon called, in this paper, the 
use of age as a defense. One of the ear- 
liest clues to the existence of this phe- 
nomenon was the recognition of a dis- 
crepancy between the actual capacities 
of the aged patient and the way in 
which others, as well as the aged persons 
themselves, estimated them. This phe- 
nomenon was characterized by the de- 
velopment of a mutual relationship be- 
tween certain elderly patients and cer- 
tain staff members, in which the idea of 
age and its accompaniments resulted in 
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confusion as to responsibility for deci- 
sion-making and personal care. Of di- 
verse origin, the adaptation favored de- 
nial rather than insight and was marked 
by cyclic periods of mutual protection, 
augmented by guilt, and mutual rage. 
This situation was unexpectedly perva- 
sive and not related to a few individuals. 
Each of the staff, including psychiatrists, 
nurses, activities therapists, psychiatric 
social worker, and internist, participated 
in this adaptation at various times. 

In the initial phase of the cycle, the 
patient found his requests met by the 
staff member who responded, in part, to 
the patient’s age. 
the staff 
perceive of the requests as demands, and 


However, as requests 
increased, member began to 
his responses either decreased or were 
accompanied by annoyance, usually in- 
direct at the beginning. As time passed, 
the patient experienced and demon- 
strated increased anger and often out- 
rage, as expressed by the statement, “No 
old 


failure of the staff member to take prop- 


one cares about an man,” at the 
er care of him. Concurrently, the staff 
member became angered at the demands 
of the patient. Eventually, an overt ex- 
plosion occurred, during and _ after 
which both participants felt anxiety and 
guilt, expressed thus: “The nurse is too 
overloaded with work,” or, “He is an 
old man, after all.’’ Renewed friendliness 
followed, marking the beginning of a 
new cycle. 

A further characteristic feature was the 
mutual protection of the participants, 
made obvious when a nonparticipant 
the 


prompted the explosion or occurred at 


intervened, whether intervention 
any other point in the cycle. 

Both cultural and personal determi- 
nants appeared to be involved in this 
situation. Many questions arose concern- 
ing the mental and physical capacities of 
the aged patients to participate in vari- 
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ous activities. There was a distinct and 





unfortunate tendency, however, to un- 
derestimate capabilities and not to deter- 
mine them by actual physical experi- 
ence. Concern for the aged patient, re- 
sulting in limiting him, ranged from his 
mobility to effects of the weather. Pro- 
tection was also observed when, for ex- 
ample, frightened, overwhelmed spouses 
were encouraged to stay away from the 
hospital and look after themselves. As a 
consequence, communication between 
patient and spouse was reduced, and de- 
cisions requiring their mutual participa- 
tion were avoided. 

In society at large, the aged have been 
singled out as a special class, as is seen 
in the remarkable number of expres- 
sions—for example, golden age, senior 
citizens, and so on—that have been in- 
vented, as well as by the fixed, stereo- 
typed ideas held about the aged person. 
Because of chronologic age, the category 
of “aged” tends to be seen as homoge- 
neous rather than as composed of dis- 
similar and varied persons of diverse 
capacities, who age at different rates. In 
fact, the degree to which chronologic age 
per se is the overriding factor in dis- 
orders of the aged is now in serious 
question. The. significance of other fac- 
tors, including personality, psychosocial 
disruptions and losses, and diseases, is 
becoming increasingly clear.') 14 

Aged persons, in turn, consciously and 
unconsciously provoke protective — re- 
sponses. ‘Thus, it was observed that sev- 
eral patients accepted and promoted 
their “helplessness” and expected near- 
total nursing care, which they usually 
received. There are, of course, various 
responses of the aged to the aging expe- 
rience. Some of these, including accept- 
ance, denial, and counterphobic activity, 
have been identified and reported else- 
where.!*-!7 Nearly all of the original 
custodial group “required” considerable 
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nursing care, the provision of which did 
not relate appropriately to need. At the 
same time, the aged patient himself was 
made anxious by this. When his requests 
were not met by a person he trusted, he 
may have felt reassured about his own 
capacities; if these requests were met, his 
own concerns were reinforced. The use 
of drugs illustrates this point exception- 
ally well. When a psychopharmacologic 
agent is introduced, the rationale for its 
introduction and its meaning to the pa- 
tient should be made clear. Many old 
people feel that their “minds are slip- 
ping” or that they are “too disturbed to 
get along without sedation.” Adminis- 
tration of sedation may then indicate 
concurrence with the latter view and 
provide concrete evidence for the former 
by way of the cognitive-perceptual ef- 
fects induced by the drug. 

One consequence of observing the 
phenomenon described was the admin- 
istrative decision to avoid special equip- 
ment which emphasized age and limita- 
tions. It was decided, for example, not 
to obtain one of the ultramodern devices 
available for bathing the aged, and this 
device was not missed. Another conse- 
quence was the decision that the mental 
and physical capabilities should be test- 
ed, if not always by precise medical and 
psychologic tests, at least, and probably 
especially, by experience. Ultimately, of 
course, the basis of the phenomenon 
needs to be explored with the partici- 
pants in each occasion that it occurs. 
Certainly, any serious attempt to con- 
duct an insight-producing psychothera- 
peutic milieu and to utilize its major in- 
strument, individual psychotherapy, re- 
quires recognition of the occurrence of 
this phenomenon. 

One definite change in the program 
came upon recognition that evaluation 
of psychotherapeutic accessibility could 
only proceed in the course of psycho- 
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therapy itself. Certain cultural or coun- 
tertransference* attitudes about the 
aged that have revealed themselves in 
connection with psychotherapy were 
noted. 

1. Limiting factor of organic loss. 
Some personnel, including therapists, 
seemed unduly impressed by the cogni- 
tive losses that occur with age. To a de- 
gree, it is fair to say that the majority of 
research throughout the country with 
respect to the aged is concerned almost 
enthusiastically with measuring decline 
in various functions. Comparable atten- 
tion to studies of the individual, of wis- 
dom, of the meaning of experience, and 
so forth is not ordinarily found. To 
some extent, this reflects a cultural bias 
toward rational man, so that reasoning, 
memory, and so on are considered the 
most important parts of a person. It is 
also probable that certain personal and 
often idiosyncratic attitudes are promi- 
nent. The idea of the older person, as 
unconsciously equated with parent, no 
longer standing as the wise, advising, 
judging, reasoning figure would be ex- 
pected to affect each therapist and staff 
member differently, in accord with his 
residual dependence upon the parent. 

There are other reasons for noticing 
with concern the possible organic losses 
of the aged. First, to some degree, the 
affective and motivational aspects of 
memory loss, so-called disorientation, 
and the like pass unnoticed. Second, it 
seems that the organic losses are ob- 
served more in older patients than in 
younger ones as a consequence of fixed 
*Countertransference here is considered accord- 
ing to its earliest definition, where the potential- 
ly detrimental effects of the attitudes of the 
therapist to the therapy are emphasized. How- 
ever, the conception of countertransference has 
broadened in recent years, and its usefulness is 
recognized.18 This aspect of countertransference 
is also pertinent to work with the aged. The 
relationship between cultural and countertrans 
ference attitudes is rarely discussed.19 
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views or stereotyped ideas about such 
declining functions in the aged. In a 
younger person, for example, apparent 
difficulty in remembering is ascribed 
more readily to inner disturbance and 
preoccupation than it is in an older pa- 
tient. However, intellectual functioning 
declines in the aged individual, and it is 
important to assess these changes. ‘To the 
extent that intellectual losses are of sig- 
nificance to the patient, they may be 
ideally taken up in therapy. It has been 
observed that aged persons experience 
their intellectual as well as their physi- 
cal changes differently." 16 To a degree, 
this emphasis upon decline probably 
also reflects, in an obscure way, the view 
of the aged about themselves as well as 
that of professional people, families, and 
society. 

2. Meaning of death. Several thera- 
pists felt that one reason they would not 
care particularly to work with aged pa- 
tients was the anxiety in connection 
with the notion of death. Work with one 
patient clearly illustrates this feeling. 
The author, the nurses, and the intern- 
ist became extremely anxious for fear 
that one patient would succeed in doing 
away with herself through self-abuse and 
neglect—for example, not eating—irre- 
spective of what we attempted to do. 
Our sense of powerlessness created con- 
siderable anxiety and anger. It is not 
that this cannot happen to patients in 
other age groups, but we were all espe- 
cially disturbed because of her 69 years. 

Death also has another meaning in 
psychotherapeutic work with the aged. 
Some therapists have spoken of the fact 
that psychotherapy is a tremendous in- 
vestment in time; therefore, it seems 
pointless to try psychotherapy with an 
individual whose life span is limited. 
This argument is put so cogently at 
times that whether the patient would be 
accessible to help or not almost seems 
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to be irrelevant. From a quantitative 
point of view, the observation could be 
made that a 65-year-old person has an 
average of roughly thirteen or fourteen 
years of life remaining,?° but, it is espe- 
cially notable that the qualitative as- 
pects of time are overlooked. Are the 
best and most enjoyable years over or 
are they yet to come? In other words, 
cannot the 68-year-old, after therapeutic 
work and freed from the distresses which 
precipitated hospital admission, then ex- 
perience some of the richest times in his 
life? 

3. Despair. The aged themselves often 
share the despair that physicians feel 
about the treatability of geriatric pa- 
tients. One interesting way in which this 
was revealed at Chestnut Lodge might 
be described as the stereotypes that the 
old have about the young. It became 
clear that one patient was not at all cer- 
tain that younger people could possibly 
understand her as an older person—that 
the differences in experiences were too 
great. Dr. Otto A. Will brought to my 
attention the fact that the reciprocal 
stereotype may be held, namely, the 
young may feel that the old have never 
understood and are now “beyond under- 
standing.” 

t. Protective feeling toward the aged. 
The protective attitudes easily devel- 
oped toward the aged person, undoubt- 
edly reflecting our culture as well as per- 
sonal anxiety, have already been noted. 
Denial is often reinforced by way of 
withholding unpleasantries via reassur- 
ance, helping the patient to make deci- 
sions, and so on. This method does not 
thereby affirm the capacities of the aged 
person but concurs with his sense of de- 
cline. Inherent also is the idea that too 
much insight is dangerous and that old 
people are peculiar in that they cannot 
“stand the truth.” The aged person, in 
turn, may utilize age defensively, becom- 
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ing increasingly helpless and enraged, 
as described earlier. 

5. Refusal. For various reasons, thera- 
pists refused to work with the older pa- 
tients. It is not implied that these refus- 
als all reflect one or more of the atti- 
tudes previously described. Refusal also 
stemmed from understandable diver- 
gences of interest, for example, a thera- 
pist’s desire to study and treat a particu- 
lar disorder, such as schizophrenia. 


Staffing Requirements 


By and large, the projected ‘figures for 
staff needs proved adequate, with a few 
exceptions. The medical and psychiatric 
social workers’ needs were even greater 
than anticipated. 

An unusually large amount of social 
service work was found necessary in 
treating the older patients. An average 
of forty-three hours per month was re- 
quired, even though there was never 
more than | admission per month. The 
time required varied month by month, 
ranging from thirty to ninety-four hours. 
This was partly explained by the fact 
that the older patients tended to come 
from the immediate hospital area, as 
compared to other patients of this hos- 
pital, thereby increasing family contact. 

It was further explained by the fact 
that a major component of the disturb- 
ances of the patients was found in fami- 
ly situations. Consequently, considerable 
work was done singly and jointly by the 
clinical administrator and the social 
worker with the family. This included 
joint patient-spouse interviews, family 
conferences, ‘and so on, either on a 
scheduled basis or at time of crises. One 
such family conference facilitated the 
family’s ability to directly confront the 
patient with his sick behavior and need 
for hospitalization, while affirming their 
affection and expectation of his return. 
Favorable changes followed. 
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Since isolation is a particularly poig- 
nant and difficult aspect of the aging 
experience, social service encouraged 
liaison of patient to family and en- 
hanced communication. As had been an- 
ticipated, conflicts with children or 
spouse confounded the outcome if the 
latter was unwilling to reaccept the pa- 
tient at home upon discharge. Such a 
situation is especially true of the older 
patient, who may not be as _ physically 
and economically able to provide for 
himself as the younger patient. These 
realizations led to placing new emphasis 
on obtaining a full history from various 
family members which would aid in 
tracing the development of current and 
past psychiatric illnesses and their pre- 
sumed precipitants—cultural, family, 
and context—and formulating early, and 
thereafter periodically revising, a predic- 
tion concerning the family’s likely re- 
sponse to improvement and discharge. 

As had been anticipated, the medical 
needs of the aged were greater than 
those of younger patients. The first nine 
months demonstrated that the internist 
should be oriented to the program rath- 
er than assume the role of a consultant 
to be called for particular cases and 
acute problems. To carry out such a 
function adequately was found to re- 
quire as much as ten to twelve hours per 
week, despite a maximum census of only 
10. 


Results and Observations 


Although based on a very small series 
with a limited follow-up and not con- 
stituting an adequate evaluation of the 
program or of psychotherapy in particu- 
lar, the results have been considered en- 
couraging. In view of the paucity of 
reports on psychotherapeutic work with 
the aged, it was thought worthwhile to 
report these results as a record of experi- 
ence.® 


649 





TABLE 2 


Clinical Data on 6 Aged Patients Admitted for Diagnosis and/or Treatment 











| | | | : : 
| | F Date of | Duration Duration of 
a. | Age | Sex | oe admission Diagnosis of hospitalization Outcome 
| | (1959) | illness (weeks) 
1 73 F Married Jan. 22 | Involutional psy- | 6 years 2 Diagnostic case, no Rx, 
| chotic reaction transferred 
2 70 F Married Feb. 4 | 1. Depressive reac- | 5 years 12 1. Marked improvement 
| tion. 2. Acute 2 months 2. Recovery, discharged 
brain syndrome, | and readmitted after 
drug intoxication | 5 months. 
(probably barbi- | 
turate) + | 
| | 
3 69 F Marriedt Mar. 4 | Involutional psy-| 6 months 30 Little change 
chotic reaction 
4 66 M Married Apr. 11 | Psychotic depressive | 2 months 16 Improved, continuing in 
| | reaction | outpatient department 
| | | | 
5 77 M Married June 24 | 1. Schizophrenic re- | Lifelong 12 | 1. Unchanged 
| action, chronic | | 2. Improved 
latent. 2. Con- | 1 to 2 years | 
duct disturbance | | 
6 80 F Widowed July 15 Involutional psy- 5 years 11 | Indeterminate 
chotic reaction | 
(chronic brain | | 
syndrome) | 
| 











Independent diagnosis of cerebral arteriosclerosis made elsewhere. 


Factor precipitating admission 
Husband died September |, 1959 


As may be seen in table 2, 2 patients 
were discharged after twelve weeks and 
| after sixteen weeks, all substantially 
improved. Two others have shown little 
change; in 1, evaluation would be pre- 
mature, so judgment remains indetermi- 


nate. The | patient “inherited” from the 
custodial program began treatment July 


15, 


premature and indeterminate. All 3 dis- 


1959, and evaluation would also be 


charged patients have been seen in fol- 
low-up, | of these continuing outpatient 


therapy. 


One patient was readmitted five 
months after discharge; those circum- 
stances in her environment which ap- 


peared to have been significant to her 
disorder had not been changed as a re- 
sult of her hospitalization. 

One tentative observation was that 
organic changes need not be limiting, 
for the 3 patients who showed the most 
significant and favorable changes all had 
evaluated, 


evidence, independently of 


cerebral arteriosclerosis. 
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It has already been mentioned that 
work with the family is particularly im- 
portant in this age group. The afore- 
mentioned interviews, including those 
with patient and spouse, appeared to be 
useful in facilitating open discussion of 
recent, often age-relevant, changes in 
their lives; for example, the develop- 
ment of physical ailments and aspects of 
retirement. This, of course, has implica- 
tions concerning the psychotherapeutic 
process and tells us something of its lim- 
itations as well as its possibly widening 
scope of indication. 

rhere is an important broad question 
here-in the investigation of the various 
“contraindications,’’ “impediments,” 
and so on, to the applicability of psycho- 
therapy that have been raised over the 
years; “age,” “rigidity,” and “organicity” 
are cited along with silence, assaultive- 
ness, narcissism, neurosis, and so on. 


Age, Psychopathology, and Diagnosis 


Not only do the aged appear to force 


GERIATRICS, SEPTEMBER 1960 








o Rx, 


ement 
\arged 
after 


ng in 
‘tment 








into relief many countertransference is- 
sues, such as the oldster as parent, but it 
was observed that they also appear to 
reveal their character structure, de- 
fenses, and so on, more clearly and rap- 
idly than do younger patients. Elderly 
people, including those who are psychot- 
ic, form new relationships quickly. 
Questions concerning the implicit as- 
sumptions of current nosology arose in 
this work. The diagnosis of chronic 
brain syndrome is more common in the 
United States than elsewhere, for exam- 
ple, in England, where affective reac- 
tions are more commonly diagnosed. 
This difference raises questions perti- 
nent to methods of diagnosis, psychiatric 
bias, and cultural differences as well as 
pathogenesis.*! There has been evidence 
that affective reactions may simulate or- 
ganic syndromes; the relationship of 
clinical symptomatology to neuropathol- 
ogy has been controversial.'+:?! Finally, 
there is reason to believe that the so- 
called organic disorders have psycho- 
logic components, such as_ psychologic 
response of the organism to brain dam- 
age. While these questions cannot be 
answered as yet by these data, a related 
question—the limiting effect of organic 
changes on the psychotherapeutic proc- 
ess—was touched upon. It is premature 
to review in detail the psychologic test 
and neurologic and medical findings in 
the small series of patients thus far treat- 
ed, but it is tentatively concluded that 
apparent organic changes were neither 
as limiting nor as significant to the clini- 
cal picture as the psychologic process. 
The question arises as to the predic- 
tiveness and meaningfulness of the no- 
sology employed in this age group. In 
traditional nosology, the basic assump- 
tion appears to be that the symptoms are 
constant and unrelated to the context 
of either past history or daily living and 
are beyond the patient’s control and ex- 
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ternal intervention. In short, the view is 
biologic, reductionistic, and determinis- 
tic. Yet careful study of the behavior of 
certain patients and exacting mental sta- 
tus examinations reveal motivational 
and affective aspects of the 5 classic 
symptoms of a chronic brain syndrome: 
namely, impaired orientation, judgment, 
intellectual functioning, lability, and 
shallowness of affect.!2 


Case Report 


A 75-year-old woman exemplifies a case diag- 
nosed as chronic brain syndrome, the symptoms 
of which could be shown to have affective and 
motivational aspects. She had been “put away,” 
and her symptoms had their roots both in her 
accounting for her fate and in her response to 
the recurring family disturbance, out of which 
her illness apparently stemmed. She was referred 
originally for medical-nursing—custodial care in 
April 1953. 


Illustrative interchange. pocror: How long 
have you been here? 

PATIENT: Who, me? I’m behaving. You know 
that, doctor. I'd be a foolish woman if I didn’t. 
\ smart woman wouldn’t be in a place like this. 
She’d be home. 

DOCTOR (more sharply): Well, how long have 
you been here? 

PATIENT: Sometime—awhile—not long. I should 
be home with my children. 

LOcTOR (interrupting firmly): How long? When 
did you come? 

PATIENT: It’s disgraceful to be here. 

DOCTOR (interrupting again, firmly): Why don’t 
you answer? 

PATIENT: Several years, but 

poctor: How many, precisely? 

PATIENT: Several, a few. 

DOCTOR (firmly): Precisely? 

PATIENT: I came April 1, 1953. 


Eventually, she stated how long she 


g 
had “been hospitalized and gave the cur- 
rent date. Her memory for recent events 
was excellent, and she followed events 
in her home town with keen interest. 
Her impaired judgment, often referred 
to as her “delusions,” also related to her 
fate—that is, hospitalization—and were 
actually clear communications with an 
unchallengeable thread of reality: “I am 
being kept here. People think I am 
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crazy.” Her lability also was clearly re- 
lated to her disturbed feelings about her 
She became 
turbed by the conflict between her chil- 


home. periodically dis- 
dren. Her lability, like her other impair- 
ments, was not biologic and was con- 
nected with content. 

It is intended neither to deny nor to 
minimize the possible contribution of 
organic factors in this patient or other 
patients but to indicate the need to 
avoid easy explanations of behavior 
which can be offered semiautomatically 
on the basis of prevailing nosology. The 
affective and motivational roots of such 
behavior can be demonstrated. 


Research Investigations 


At the outset, it was decided that evalu- 
ation of this program, as of all programs 
at Chestnut Lodge, should proceed hand 
in hand with the program itself. Over-all 
goals include the evaluation of the re- 
sults of an active psychotherapeutic pro- 
gram and the study of the psychothera- 
peutic process and its modifications in 
the aged. As a result of the first nine 
months’ experience, these broad ques- 
tions have been succeeded by more fo- 
cused ones. 

Interest developed in planning the fol- 
lowing studies: 

1. Testing the range and limits of ap- 
plicability of psychotherapy in the aged, 
as possibly affected by age itself, by diag- 
nostic class, by degree of organic change, 
and so on. 

2. Observing whether different events, 
for example, differences in transference 
and countertransference, occur in_ psy- 
chotherapy of the aged compared with 
other age groups or diagnostic classes. 

3. Ascertaining if chronologic age 
itself requires modifications in psycho- 
therapeutic technic. 

4. Examining for characteristics—diag- 
nosis, character, life history, status of 
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family integration, and so on—of the 
aged which are indicators of psycho- 
therapeutic accessibility and of progno- 
sis. 


Summary and Conclusions 


An intensive psychotherapeutic inpa- 
tient program for psychiatric disorders 
of the aged was introduced in December 
1958, oriented toward diagnostic evalu- 
ation treatment. Problems 
in the transformation from a medi- 


and active 
cal—-nursing—custodial care program were 
described; in particular, a phenomenon 
which fosters a custodial atmosphere was 
identified. The development of a mutual 
relationship between certain aged pa- 
tients and certain staff members was ob- 
served, in which the idea of age and its 
accompaniments resulted in confusion 
in regard to responsibility for decision- 
making and personal care. Of diverse 
origin, including cultural and_ personal 
determinants, this adaptation favored 
denial rather than insight and was 
marked by cyclic periods of mutual pro- 
tection, and mutual 


rage. Although no major deviation from 


involving guilt, 


the basic orientation followed from the 
first nine months’ experience with this 
program, theoretic and procedural views 
have altered. For example, it was imme- 
diately apparent that evaluation of psy- 
chotherapeutic accessibility could only 
proceed in the context of psychotherapy 
itself. 

Preliminary results were encouraging 
concerning the applicability of intensive 
psychotherapy in the aged, including 
those with evidence of organic changes. 
Bases for possible modifications in tech- 
nic as well as theory were noted. It was 
found that the significance of the family 
situation required the greater participa- 
tion of the family in the therapeutic 
progress. It was observed that counter- 
transference, cultural attitudes, or both 
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were significant in therapy. Questions 
pertinent to nosology also arose, espe- 
cially with regard to the concept of or- 
ganic brain disorders. These findings di- 
rected attention to formulating research 


questions. 


The following persons not only pro- 


vided basic and necessary support to this 
program but also contributed to the de- 
velopment of the treatment philosophy: 
Marvin L. Adland, M.D., clinical direc- 
tor; Otto A. Will, Jr., M.D., director of 
psychotherapy; and Dexter M. Bullard, 
M.D., medical director, all of Chestnut 


Lodge, Inc. 


In addition, Donald L. 


Burnham, M.D., George Sharpe, M.D., 
Doris Lynch, P.S.W., Elizabeth Mohler, 
R.N., and Rita Miller, R.N., among oth- 
ers, contributed to both the philosophy 


and the implementation of the program. 
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RESTUDY OF ARTERIAL pressure in a population four years after the 


first survey confirms that women with large salt appetites had lower 
systolic and diastolic pressures, showed a smaller increase in pressures 


after four years, and weighed less than. women with low salt intake. 
Other findings were (1) the inverse correlation of blood pressure with 
family size, lower pressures and less increase in the four-year period 
being found in parents of larger families, and (2) a trend toward 


higher blood pressures in middle-aged men, occurring more often in 
men previously engaged in heavy occupations. 
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MIALL: Follow-up study of arterial pressure in the population of a Welsh 


mining valley. Brit. M. J. 5161: 1204-1210, 1959. 
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The history of 





Hill Homes, London 


ATRICS, is engaged in general practice, 





REUBEN F. ERICKSON, M.D. 
MINNEAPOLIS 


Mi hat 92-year-old lady over there 
sometimes gets a notion to get up very 
early and go around and _ hide every- 
body’s false teeth in her pillowcase.” 

Mrs. Margaret Hill, chairman of Hill 
Homes in North London, was showing 
me around in her Northolme residence 
for the mentally aging. She continued: 

“Tt is useless and wrong to show dis- 
approval or annoyance if one of the 
‘forgetfuls’ puts on someone else's 
clothes or takes other people’s belong- 
ings, but a child at home cannot be ex- 
pected to understand the reason for 
granny’s pinching her sweets. 

“The attendants here appreciate such 
difhculties among the mentally senile 
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much more easily than relatives, and they 
tolerate them much better, as they have 
no personal ties.” 

As we walked through the garden lush 
with flowers toward the greenhouse 
where fruits were ripening, Mrs. Hill 
explained the philosophy underlying her 
approach to care of the confused and 
senile: 

“In caring for the mentally aging, kind- 
ness and sympathy are even more neces- 
sary than with normal oldsters. They are 
hypersensitive to their surroundings and 
fearful of discipline and constraint but 
very amenable to gentle persuasion. It is 
no good arguing or disagreeing with 
imaginary statements. If they say that 
they hope to go home to their families, 
it is best to agree that it would be very 
nice and leave it at that. If they grumble 
about their friends and relatives, admit 
that goodness is not always rewarded, 
and the phase passes.” 

Building on this approach of sympathy 
and understanding, Mrs. Hill has been 


GERIATRICS, SEPTEMBER 1960 














able to create an atmosphere in her group 
of homes which I rarely have had the 
pleasure of observing in residences for 
the aged. 

More impressive than any one physical 
feature about the Hill Homes is the 
happy attitude of the residents, which is 
so different from the sour, complaining 
atmosphere often found in such homes. 

The Hill residences are neat, clean, 
and happy but without the undue fussi- 
ness and overemphasis on a hospital type 
of spotlessness, which really is unneces- 
sary in a place of this sort. 

The homes don’t have a hospital at- 
mosphere nor the atmosphere of an old 
people’s home, nor do they look like in- 
stitutions. They look like what they have 
been and what Mrs. Hill wants them to 
continue to be—large, old-fashioned 
residences where the aged can live like 
large families rather than residents of an 
institution. 

Instead of building one large, efficient, 
antiseptic residence to house all her 
charges, Mrs. Hill has acquired, over the 
years, 7 old homes in the Highgate dis- 
trict of North London, a dignified, quiet 
residential area with large homes set in 
deep gardens and with beautiful parks. 

There even are no prominent signs to 
point out the homes, and we had a hard 
time finding them after we emerged from 
the underground. The names of the in- 
dividual homes, set on restrained, quiet 
signs, are neutral without any reference 
to old age. Examples are Delia Grotten’s, 
Trees, Nufheld Lodge, Whittington, and 
Northolme. 

The number of residents in each resi- 
dential unit ranges from 15 to 33. Trees, 
which is used partly as a nursing home, 
has a capacity of 59. Whittington, which 
is a halfway house with its operation 
geared to the needs of a nearby group of 
hospitals, has a capacity of 30. 

All the homes are situated within a few 
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blocks of each other, so that they can be 
administered efficiently from Mrs. Hill’s 
central office at 16 Bishopswood Road. 

One of the keys to the successful oper- 
ation of Hill Homes is that the previous 
way of life of the residents, whose aver- 
age age is over 80, is disturbed as little as 
possible. There is no pushing a new way 
of life on them and no insistence that 
they conform to a set of residence rules. 
They may keep personal belongings, 
hang their own pictures, have visitors, 
and pick flowers in the garden. 

Mrs. Hill has found that there is no 
need for elaborate recreational programs. 
Most ofthe residents prefer to continue 
the sort of activities they engaged in 
before coming to Hill Homes—and or- 
ganized recreation was not part of their 
earlier lives in most cases. They keep 
occupied at individual hobbies and tasks. 
The greenhouse, the fruits, and the 
flowers are among the most popular pas- 
times. I really can’t say enough about the 
beauty of these gardens. 

Mrs. Hill has put it this way: “From 
the point of view of activity, which is 
essential to well-being, there is nothing to 
excel the work involved in doing their 
own household chores and the necessity 
for getting out regularly in all weather 
to do their shopping. No contrived ac- 
tivities can be as valuable or contribute 
more to health than the necessary acts 
involved in living alone and independent- 
ly. The emphasis must be on keeping the 
middle-aged young, as it is difficult to 
rejuvenate the old; but even for these 
latter, fresh air and exercise, no lying in 
bed unless absolutely necessary, good 
food, the absence of apprehension for the 
future, and the companionship of others 
of their own generation can do much to 
alleviate their disabilities.” 

Mrs. Hill, wife of Professor A. V. Hill 
who won the Nobel prize for medicine 
and physiology in 1922, has been oper- 
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ating and expanding her residences for 
the elderly since World War II days. 
She has found that, as in the United 
States, the elderly in Britain occupy 
badly needed acute hospital or mental 
hospital beds for lack of some other 
place to go. 

Hill Homes, with a total capacity of 
230, and similar residences, are part of 
the answer for freeing acute beds in short 
supply, Mrs. Hill believes. Of equal im- 
portance is the happiness and peace of 
mind such a living arrangement brings 
to the elderly and the relief it gives to 
long-harried families. Also, she has 
found that the existence of homes such 
as hers encourages physicians and wel- 
fare authorities to be more venturesome 
in permitting aged clients a maximum of 
independence. 

Mixed with Mrs. Hill’s sympathy and 
understanding is a goodly amount of 
She instance: 
“With children, it is often easier to do the 


common sense. says, for 
work oneself than allow them to help, as 
they would like to do, and the same thing 
applies to the old, whether in their rela- 
tives’ homes or in residential establish- 
ments but this is undesirable.” 


Common sense also dictates the fol- 
lowing observation: “While the more 
vigorous old people undoubtedly like a 
little extra space and the privacy of a 
small flat, a single room with every con- 
venience is better later on. I regret that, 
in planning for the future, authorities 
and organizations are still preparing to 
provide perfection for the few and noth- 
ing for the rest. They could comparative- 
ly easily provide single rooms, with com- 
mon bathroom and water closet for ten- 
ants on the same floor, either by building 
or by the conversion of larger dwelling 
houses, for the 
erecting blocks of self-contained flats.” 


a fraction of cost of 

In her own operation, Mrs. Hill prac- 
tices the moderation and economy she 
preaches. Weekly, charges in her nursing 
home unit run up to $16. In the resi- 
dences, the cost is $11 to $14. 

Applications are way in excess of 
available beds—they run between 1,000 
and 1,500 a year—and, as a Hill Homes’ 
report remarks, “It is difficult to know 
what to advise relatives who have old peo- 
ple living by themselves whom they can- 
not take in when they are no longer 
independent.” 


r'HE DIAGNOSIS Of primary miliary tuberculosis may be established by 


iver biopsy before respiratory symptoms occur. Vim-Silverm< e-edle 
liver bi y before 1 iratory sy ton ur. Vim-Silverman needle 


biopsy of the liver yielded numerous granulomas suggestive of tuber- 


culosis in one patient with negative sputum and chest roentgenograms. 
Acid-fast bacilli were found on culture of a second biopsy specimen. 
About six weeks later, a chest roentgenogram revealed upper lobe in- 
filtration and sputum became positive. 


R. J. HEALEY, A. H. LEFF, and B. D. ROSENAK: Needle biopsy in tuberculosis of the 
liver, with culture of acid-fast bacilli. Am. J. Digest. Dis. 4: 638-641, 1959. 
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The 


meaning of 
religion 
to older people 


NILA KIRKPATRICK COVALT, M.D. 
WINTER PARK, FLORIDA 


The theme is developed from one 
physician’s experience that the two 
statements, “People turn to religion 
as they get older’ and “People ask 
for more spiritual help when they 
are ill,” are empirical. The various 
approaches ministers use in visiting 
their hospitalized parishioners are 
described not critically but with 
constructive recommendation im- 
plied. Further reports from other 
physicians personally duplicate 


these experiences. 


NILA KIRKPATRICK COVALT is medical di 
rector of the Kirkpatrick Memorial In- 
stitute of Physical Medicine and Re- 
habilitation, Winter Park, Florida. 
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HM The body of this paper was first pre- 
sented on a panel entitled ““The Mean- 
ing of Religion to Older Persons” at the 
Florida Council on Aging in 1958. The 
experiences of a physician were thought 
to be rich and informative on this sub- 
ject. I was asked to participate in the 
panel, and I was glad to accept the as- 
signment. After twenty-five years ol 
practice, | knew that my experiences in 
this regard would come as a surprise. 
The opportunity was presented to ex- 
press some general facts, correct some 
fallacies, and, perhaps, suggest some 
constructive criticism. Necessarily, the 
opinions expressed must be given with 
much personal and local reference. 

For eleven years and including all of 
World War II, I was in general practice. 
Since then, my practice has been limited 
entirely to the special field of physical 
medicine and rehabilitation. The gener- 
al practice period, which was in my 
home town of Muncie, Indiana, repre- 
sents an over-all approach to illness. The 
specialty offers experience in devastat- 
ing, 
ical handicaps that often affect older 


often sudden and catastrophic phys- 


persons. A very large per cent of my ex- 
perience in this specialty has been with 
older people. 

The remark has often been made that 
“people turn to religion as they grow 
older.” In my experience, I have not 
been aware of this fact. Neither have I 
known people to turn to religion when 
they are seriously ill, the victims of a 
catastrophic illness, or severely or even 
permanently physically handicapped. I 
am inclined to think that the statement 
is empirical and should be evaluated 
with a true statistical study and numer- 
ous samplings. 

During my medical career, I can recall 
no patient who chose to discuss his re- 
ligious beliefs or problems with me. I 
have never heard my colleagues mention 
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that their patients discussed these prob- 
lems with them, either, although surely 
this has been the case in isolated in- 
stances. Although I have not checked 
every reference on the subject, I doubt 
whether any textbook on psychosomatic 
medicine contains a separate discussion 
on religion. 

Sickness is not a time for delusions or 
a time to correct a person’s attitudes to- 
ward the hereafter, but it is, or perhaps 
can be, a time to strengthen his faith. 
My personal opinion is that religion is 
a private matter and a subject an indi- 
vidual is more likely to talk about with 
his minister if he talks with anyone. A 
person may labor under delusions just 
because he is ill and realizes that he is 
not impervious to illness or even, at 
times, to a very radical change in body 
image, such as an amputation of an ex- 
tremity. A patient needs to have confi- 
dence and faith in his doctor or doctors 
if he is to make a maximum response 
and adjustment. If he is ridden with 
doubts about his recovery and to that is 
added guilt feeling as well as worry 
about the hereafter, the psychosomatic 
aspects of his illness are enhanced. 

Modern religion has changed from 
the dogmas and doctrines of “hell-fire 
and damnation,” to that of brotherhood. 
The modern clergyman is an enlight- 
ened leader, a man of faith, and a friend. 
He probably feels about religion much 
as the doctor does. There are probably 
as many concepts of a deity or the here- 
after as there are individuals. The con- 
cepts of a primitive man would bear no 
relationship to the ideas of an intellec- 
tual person today. The range of thinking 
is so vast that it is doubtful whether any 
person’s concept changes just because he 
has become ill. 


Varieties of Experience 


We physicians have learned that when a 
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patient brings a Bible with him to the 
hospital and keeps it displayed, this 
action is a sign of anticipated trouble 
from an insecure individual. The stable, 
secure individual who is in civic and 
church life of the community seldom 
brings his Bible to the hospital. 

The insecure individuals frequently 
proved to be members of small offshoot 
religious sects, the “fringe” groups from 
struggling little churches on the out- 
skirts of the city or in the poorer areas. 

These patients caused trouble to them- 
selves and their physicians in a variety 
of ways. They were uncooperative and 
did not, or could not, carry out instruc- 
tions or be taught to do so. They fought 
the nurses and complained about even 
the smallest matters and generally, in 
one way or another, hindered their re- 
covery. 

“Ma” Wells is the best example of 
such a patient. Caring for her was a 
cross I bore for eleven years, and, in 
spite of all the problems she presented, 
she was kept alive for several more 
years by the doctor who succeeded me. 
A severe diabetic who needed insulin, 
neither she nor her husband could ever 
be made to understand about her diet. 
She phoned the office almost every day, 
but either she or “Pa” never failed to 
phone the house every Sunday at either 
11:00 or 11:30 a.m. to ask if she could 
have pie or some other dessert for that 
Sunday’s dinner. It was a rare month, 
while three constituted a prize, that I 
did not have to rush her into the hospital 
for impending diabetic coma or some 
other complication of her disease. 1 
never heard of her attending any church, 
but she always brought her Bible to the 
hospital. She was so unpleasant to the 
nurses that they often threatened to 
leave unless I discharged her at once. 

A patient of a far different and or- 
ganized religious belief, in which group 
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she had always been very active, came 
to me in the eighth month of her first 
pregnancy. She had not seen a doctor 
before. She was over 40. She had gained 
100 pounds and her blood pressure was 
over 200. Obviously, she was eclamptic 
and just ready to go into convulsions. 
Immediately hospitalized, of course, the 
convulsions started three days later. An 
immediate version extraction of the baby 
had to be attempted by the obstetrician 
whom I had already called in consulta- 
tion after my first examination. To add 
to the situation, the woman had a dou- 
ble uterus and the baby was in the sec- 
ond one that the obstetricians entered. 
The child was already dead and was also 
under the viable weight of 2 pounds. 

Four hours after delivery, the patient 
died in convulsions, and such a commo- 
tion I have never heard. The twelve or 
more relatives and friends who gathered 
shrieked at the top of their lungs for two 
hours and said the woman was not dead. 
Every time we tried to prepare the body 
the 
would tear the sheet back and insist that 
The 


and I could not make these people leave 


to move it out of room, someone 


the woman was not dead. nurses 
the floor. Another doctor who came by 
was also unable to do anything. Our 
appeals about concern for the other 
women in that wing meant nothing. 
Finally, by 2:00 a.m., after routing the 
superintendent out of bed at her home 
5 miles away, she was able to persuade 
them to leave. There was no prayer in- 
volved in this hysteria. 

On the other side of the picture was 
an old friend of mine and of my parents 
who was their age. She was a quiet, un- 
assuming churchgoer who never spoke 
of religion but who I knew was active 
in many church activities. An emergency 
decompression of her brain became nec- 
essary on a Sunday. My two professors 
of neurosurgery medical 


from school 
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had been called in for the diagnosis and 
to perform the surgery. 

After the operation, it was a “touch 
and go” proposition for several hours, 
and I stayed beside her during that time. 
The next morning she had recovered 
more than any of us had anticipated. 
She said to me, “I was in heaven yester- 
day and you called me back. I am grate- 
ful to for I still live 
awhile.” 


you, want to 

She is still alive and is now in her 
80s. On last report, more than fifteen 
years since her operation, she has been 
working twenty-four hours a day on 
two shifts. During the daytime, she cares 
for a woman who is also in her 80s and 
then goes to the home of a 92-year-old 
woman whom she looks after during the 
night. 

There is no way to know or under- 
stand what this woman went through in 
her unconscious, subconscious, or post- 
anesthetic state. As people are regaining 
consciousness, many seem to experience 
various thoughts, or even visions, just 
as one does in dreams. These experi- 
ences may at times be of great spiritual 
significance to the individual, and _ his 
life may be greatly affected by them. If 
so, any discussion about them probably 
takes place with his minister or a psy- 
chiatrist. 

I can recall no patient in twenty-five 
years who ever asked me to call his min- 
ister for him. Perhaps the reason why 
my patients never asked me to call their 
ministers was because almost every min- 
ister made routine, daily hospital visits 
to his parishioners. If a doctor was 
working with a patient, the clergyman 
usually waited outside the room until 
the doctor and the nurse were through. 
However, at times even a “No Visitors” 
sign failed to keep a minister from 
walking in without having discussed his 
prerogative to do so with the doctor. 
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The Minister’s Call 


It seems to me that there are two ways 
in which a minister should visit the sick. 
One is professionally; the other is as a 
friend. I believe that clergymen should 
call upon members of their church who 
are ill either at home or in the hospital 
only when the patient has asked him to 
do so unless the minister and patient are 
friends. I also think that relatives should 
not ask a clergyman to call unless they 
are sure that the patient has agreed to 
the professional visit. In addition, it 
seems to me that a “No Visitors” sign 
includes a minister unless he has had 
special permission from the doctor to 
see the patient. 

I have seen a patient wilt before my 
eyes when his minister walked in un- 
expectedly. I think that many patients, 
no matter how religious they may be, 





want to set their own time to contem- 
plate matters of the spirit. The modern 
minister is no longer the symbol of 
death or a person who goes around 
pointing an accusing finger and adminis- 
tering prayer to “prepare for eternity.” 
The intelligent person does not think of 
him in that light today, but he still may 
harbor some individual idealogies or 
concepts that he does not want to con- 
template while he is ill. The same situa- 
tion may be even more true when pa- 
tients are about to undergo surgery. 
Surely, any person who must have an 
operation faces this ordeal with varying 


‘ 


amounts of fear. Keeping a “stiff upper 
lip” and not outwardly acknowledging 
these fears often help. The patient who 
breaks down and cries and the relatives 
who gather around and weep with him 
just before surgery improve no one’s 
state of mind. If a minister arrives at 
such a time to remind them of the spirit, 
the direness of the situation is some- 
times accentuated. 

I knew one minister who made it a 
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point of trying to see all of his parish- 
ioners who were going to surgery after 
they had been given preanesthetic medi- 
cation. He could not be kept out of the 
rooms. Needless to say, his parishioners 
arrived in surgery wide awake, appre- 
hensive, and with their normal fears 
accentuated. When any of us had a pa- 
tient whom we knew was one of his 
parishioners, we tried to outwit him and 
keep him away, but he usually slipped 
by us, even at times walking by the 
stretcher and talking. None of the doc- 
tors cared to take the responsibility of 
ordering him away, although perhaps 
someone should have. I am afraid that 
this minister had little or no concept of 
the physiologic responses of the body to 
emotion, but his intentions were the 
very best. 


Experience with the Physically 
Handicapped 


In another hospital in New England, 
where I worked for several years with 
the physically handicapped, the popula- 
tion was predominately Roman Catholic, 
as it was in the hospital where I in- 
terned. The priest or priests were always 
in attendance in both. The latter state- 
operated hospital had 250 beds plus a 
500-bed domiciliary home where veter- 
ans could live as long as they liked with 
their expenses paid by the state. Some of 
these men had lived there at least since 
World War I. Most of the domiciliary 
residents had been misfits in society; 
few had ever earned much, if any, liv- 
ing. Some who had had families had 
abandoned them. The average age fluc- 
tuated between 55 to 64. The age was 
dropping when I left because young, 
World War II veterans were moving in 
to make their home there. There were 
few native born New Englanders. The 
majority were first and second genera- 
tion Europeans from nations which are 
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predominately considered Roman Cath- 
olic. The resident priest used to stop in 
my office to bewail the fact that the at- 
tendance at all of his masses each Sun- 
day never totaled more than 25. The 
Protestant minister, a nonresident, told 
me that he had 10 or 12 in his Sunday 
congregation. 

The priest had a great deal of enthu- 
siasm, a “joie de vivre,” and an outgoing 
personality. He had been a Navy chap- 
lain on ship in the South Pacific which 
had been under much fire and kamikaze 
attack. Furthermore, while on this as- 
signment, he had been one of the survi- 
vors of a terrible plane crash in New 
Jersey. Though badly burned himself, 
he was credited with having saved sev- 
eral lives. There was no reason why, as 
a man among men, this priest should 
not have been able to get along well 
with his all male congregation. It is 
probably a logical conclusion to assume 
that the men in the domiciliary home had 
been misfits all their lives. Even their 
early Catholic training had failed to re- 
main an influence in their lives. 

Several hundred severely handicapped 
men went through a full program of re- 
habilitation in our Physical Medicine 
and Rehabilitation Department of this 
hospital. There were over 200 amputees, 
most of whom were over 60. Most of 
these amputations had been done after 
many weeks of circulatory disturbance 
of the legs, so that the majority of the 
men who underwent such operations 
had had time to adjust their thinking to 
their change in body image. We treated 
even more patients who had had strokes 
than we did amputees. The greatest per 
cent of these patients maintained their 
mental acuity. 

There used to be 15 to 25 amputees 
and 25 to 35 hemiplegics under training 
at all times and, in addition, 10 to 20 
had had spinal cord injuries. Most often 
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the cord lesions were complete, and 
many were at the cervical level. Certain- 
ly, this kind of lesion with the loss of 
sensation, loss of bladder and _ bowel 
control as well as loss of muscle control 
is as dramatic and devastating a dis- 
ability as can be had. It usually requires 
months to adjust to the emotional im- 
pact of such a situation. 

Of all this group, I recall only one, 
an Italian Catholic, in whom the cord 
had been completely severed, who need- 
ed and asked for religious help. His 
emotional adjustment was long and haz- 
ardous, and there were several occasions 
when we feared he would commit sui- 
cide. The priest, the psychiatrist, my 
staff and I, and all the nurses and other 
doctors who had any contact with this 
man worked with him for many months 
before he became reconciled and com- 
pleted his program of physical rehabili- 
tation. 

Another man in his 40s had had polio 
which had paralyzed both legs, and suf- 
ficient time had elapsed so that all mus- 
cle power had returned that could be 
expected to return. He had intimated 
that as soon as he was discharged he was 
going to St. Anne de Beaupré where he 
would be cured. Two weeks after his dis- 
charge, he returned to the hospital with 
his long-leg steel braces so badly twisted 
that they were beyond repair. Since he 
refused to tell us what happened, we 
could only hazard the guess that he 
might have crawled all the way to the 
top ofthe steps at St. Anne’s and then 
lost his balance and rolled all the way 
down. His paralysis was the same. The 
other Italian Catholic paraplegic is, we 
understand, continuing to make annual 
pilgrimages to St. Anne de Beaupré, al- 
though his injury occurred in 1948. 

These were the only two patients in 
that hospital whom T can remember who 
brought religion up at any time. I recall 
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no such instances from my experience 
in New York or now in Florida. 


Cooperation of Physicians and Ministers 


Let me emphasize that none of these 
taken as 
generalizations or as implied criticism of 


isolated situations are to be 


the clergy. Ministers and doctors are as 


human as else. Individual 
problems among them, as among others, 
are usually due to a lack of understand- 
ing and, even more important, a lack of 


adequate communication between the 


everyone 


people concerned. Doctors welcome the 
ministers’ help. I feel sure that the min- 
isters’ visits are most often helpful. 
Were a census to be taken, I suspect that 
it would reveal that most physicians are 
church members and personal friends of 
ministers of more than one denomina- 
tion and that they attend church when- 
ever their practices permit. 

I have presented almost every situa- 
tion that I can recall in which religion 
The 
paucity of these experiences from a doc- 


was a factor during an_ illness. 
tor’s viewpoint suggests that, if a person 
who is ill asks for and wants more spir- 
itual help at that time, his physician is 
not made aware of his request. I recall 
no person who called out to God or aud- 
ibly prayed when he knew he was dying. 
Usually, these persons are exerting 
every bit of energy in a struggle to keep 
alive. I do not believe my experiences 
are different from those of other physi- 
cians. 

It seems to be a rather general opin- 
ion that most persons do ask for more 
spiritual help when they are seriously 
ill. Might I suggest that this may be an- 
other empirical statement that should be 
questioned. I do not have any idea 
whether the majority of sick people do 
privately ask their pastors for more help 
at this time or whether some ministers 
simply presume this to be true and pro- 
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ceed on that premise. This is a question 
that the ministers themselves would have 
to answer. 


Patterns of Worship 


As I said earlier, I do think that the 
saying “people turn to religion as they 
grow older” is a fallacy. It is possible 
that one empirical statement follows 
into another because aging and _ illness 
are so commonly thought of as synon- 
ymous terms. Old age and chronic ill- 
ness do increase at a_ proportionally 
more rapid rate as people age and, while 
our aging population has increased so 
very rapidly, some very recent figures 
show that the percentage of older people 
with chronic disease is not proportional 
to the rising number of cases of all per- 
sons with chronic illness. Two-fifths of 
chronically ill persons are over 65, one- 
third are middle-aged, and one and one- 
half million are children, not including 
those who are mentally defective. 

The attitude of most older people 
about religion is probably most often 
that with which they grew up or which 
they have accepted as they achieved in- 
tellectual maturity. Patterns of worship 
and of church attendance have remained 
much the same or have been modified by 
circumstances which, to the individual, 
are logical modifications. 

Several years ago, old or aging per- 
sons might suddenly have become inter- 
ested in religion and joined a church 
because churches generally stressed doc- 
trines that 
tion. An older person even might have 


were concerned with salva- 
joined a church late in life for his “fire 
insurance” as someone so aptly put it. 

There is an all-time high percentage 
of church members in the United States 
at this time. The broadening of church 
attitudes is probably the biggest reason 
to account for this. If a broad statistical 
study were made, I am inclined to think 
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that the older person who joins a church 
for the first time or returns to church 
because he is growing older and feels 
the need of more spiritual help would 
be in the minority. 

Had time permitted before presenting 
this paper, I should have liked to have 
asked some ministerial associations to 
make a report on the actual percentage 
of older persons who are now joining 
their churches. I only had the opportu- 
nity to discuss the matter with one min- 
ister. He graciously agreed to go through 
his records, even though there was little 
time to check all ages accurately. He re- 
ported 
church 
March 

9 


that 3 
were 60 years of age or over. He was 


that 553 people had joined his 
between October 31, 1955, and 
31, 1958. Of these, he reported 
adults had been baptized who 


also sure of 52 members “who had been 
received either on profession of faith— 
uniting with the church for the first 
time—or who had made a reaffirmation 
of faith after a long absence.” More such 
surveys in several communities should be 
interesting as well as valuable. 

Any that | 


contributions have made 


THE SOLUTION to the growing 


oD 





on the subject of religion from the 
standpoint of a physician appear to be 
on the negative side. It would certainly 
be informative if other physicians ex- 
pressed their personal experiences in 
this regard. I believe those persons who 
first asked me to discuss this matter ex- 
pected an accounting of rich experience 
in this field. I accepted the invitation 
knowing that I could not, in a positive 
way, produce the wealth of information 
that was expected. 

Doctors generally do not believe that 
they have the right to probe into the 
spiritual life of their patients except in 
special instances and situations. ‘The 
fact that I can present no evidence of a 
real knowledge of increased religious 
yearnings in older people who have 
been patients may, if confirmed, be a 
very positive fact that will remove one 
fallacy, at least, from our thinking. In 
writing thus, I did not mean to disap- 
point nor find an opportunity to criti- 
cize or generalize, but I welcomed the 
chance to pose these questions. I do hope 
that my remarks offer a point at which 
to start some further study. 


mental and physical health problems of 


the elderly lies in a wide extention of well-staffed, adequately equipped 


facilities for care within the community. Facilities could include (1) 


long-stay annexes for psychiatric geriatric patients beyond the point 


of active hospital treatment; (2) geriatric guidance centers connected 


with general or mental hospitals, with outpatient and day-hospital 


facilities; and (3) short-term admission units, where physician and 


psychiatrist could cooperate to aid the patient and return him to the 


community. In addition, adult education is needed so that the com- 


munity can come to appreciate the needs, limitations, and potential 


worth of the elderly and so that those persons nearing old age can 


learn how to prepare for the social and physical limitations ahead. 


aging, 


shatter w} 


J. N. AGATE: Mental health of the 
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University 
programs in 


the field 
| of aging 


HELEN S. WILSON 
DURHAM, NEW HAMPSHIRE 


This paper reports the programs of 
education in the field of aging pro- 
vided or sponsored by American 
colleges and universities. Also enu- 
merated are some of the trends and 
developments in educational serv- 
ices for and with the aging in many 
sections of the country as well as 
some of the needs yet to be fulfilled. 


HELEN S. WILSON is extension specialist 
in geronology, University of New 
Hampshire. 
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Mi Today a number of physicians are 
asking where they can get special train- 
ing that will prepare them for the prac- 
tice of geriatrics. 

Many institutions of higher learning 
have offered programs to prepare mid- 
dle-aged persons for retirement, to assist 
older adults in making adjustments in 
retirement, and to train lay and profes- 
sional persons working with the aging 
and aged. Many have developed broad 
programs of research. An important as- 
pect of each of these has been to pro- 
mote education of the public to an 
awareness and an _ understanding of 
needs, interests, and abilities of older 
people. 


Scope of Programs 


A great variety of courses and credit and 
noncredit lecture series have been devel- 
oped and offered by colleges and univer- 
sities. In 1948, the University of Michi- 
gan Extension Service presented “Aging 
and Living,” which provided not only 
specific information on many areas of 
concern but also a philosophy of aging. 
This was followed by other series which 
have gained national recognition. The 
following list embraces the nearly 60 
other institutions of higher learning 
which have since presented credit and 
noncredit courses under a variety of in- 
viting titles: 

Boston University 

Brigham Young University, Provo, Utah 
Brooklyn College 

City College of New York 

Cornell University 

Duke University 

Florida State University 

Harvard University 

Hillyer College, Hartford, Connecticut 

Indiana University 

Iowa State College 

Kansas State College 

Manatee Junior College, Bradenton, Fla. 
Marquette University, Milwaukee 

Merrill-Palmer School, Detroit 

Michigan State College 

Municipal University of Omaha 








New York University, School of Education 
Pennsylvania State University 

Princeton University 

Purdue University 

Russell Sage College, Troy, New York 
Rutgers University, New Brunswick, New Jersey 
St. Louis University 

Teachers College, Columbia University 
Texas Christian University, Fort Worth 
Texas Technological College, Lubbock 
Tulane University of Louisiana 

Alabama 

niversity of Chicago 


niversity of 


niversity of Cincinnati 
niversity of Connecticut 
niversity of Delaware 
niversity of Denver 
niversity of Florida 
niversity of Georgia 
Iniversity of Iowa 

niversity of Illinois 
niversity of Kansas 
niversity of Louisville 
niversity of Massachusetts 
niversity of Minnesota 
niversity of Missouri 
niversity of Nebraska 
niversity of New Hampshire 
niversity of New Mexico 
niversity of North Carolina 
niversity of Oklahoma 
niversity of Pittsburgh 
niversity of Texas 


niversity of Virginia 


niversity of Washington 


niversity of Wisconsin 


Washington University, St. Louis 


Wayne University, Detroit 
Yeshiva University, New York City 


The combined staffs of agricultural ex- 


tension service departments of many 


state colleges consist of more than 
10,000 men and women who are largely 
local county agents. These agents teach 
vocational 


or demonstrate a variety of 


and cultural subjects largely in rural 
areas where the great majority of those 
persons enrolled are middle-aged men 
and women. 

“Project Courses” at the University of 
Michigan deserve special mention. These 
popular courses are developed during 
the semester by students who have se- 
lected areas of special interest for study. 
the 
psychologic and social aspects of aging 


Graduate courses are offered in 
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in a few universities and colleges. A few 
schools of social work have special proj- 
ects for in-service training of students 
who work with older people, some in 
well-established day centers. Field trips 
to agencies and institutions serving older 
people are also included as part of some 
graduate and undergraduate courses by 
a limited number of colleges and uni- 
versities. 

Approximately one-third of the medi- 
cal schools in this country include in 
their courses some mention of the medi- 
cal aspects of gerontology. A very few 
courses in geriatrics. 
Among these are courses for students at 
the Women’s Medical College in PennsyI- 
vania, the University of Texas Medical 


offer special 


Branch, and the University of Kansas 
Medical School. The Department of 
Physical Medicine and Rehabilitation of 
the New York Medical College-Metro- 
politan Hospital Center offered a course 
for physicians on “Rehabilitation Care 
of the Chronically Ill Patient” late in the 
fall of 1959. 
presented two other intensive training 


This medical school has 
courses in rehabilitation for social work- 
ers, geriatric nurses, therapists, and other 
professionals working with older people. 

Correspondence courses related to 
various aspects of aging have been de- 
veloped by several universities. One of 
the best known, “Making the Most of 
Maturity,’ has been offered as a corre- 
spondence course each year since 1952 
by the University of Chicago. 

Special courses in gerontology and 
geriatrics have provided training and re- 
fresher courses or new short courses in 
many special areas. Some of these have 
been presented at continuation centers 
or in college classrooms. In 1956, the 
University of North Carolina offered a 
short course in geriatrics for public 
health nurses. Rutgers University Ex- 
tension Service presents a twenty-four 
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hour orientation course for homemak- 
ers, and New York University School of 
Education has conducted an adult edu- 
cation workshop in gerontology at Chau- 
tauqua, which offers three graduate 
credits. Special short courses have also 
been presented by other schools, includ- 
ing a seminar on “Recreation for the 
Aging, Ill, and Handicapped” presented 


in 1959 by Teachers College, Columbia 


University. Demonstrations and_ field 
trips were included. 
Courses in gerontology have been 


augmented with other methods of edu- 
cational programming, which include 
films, recorded lectures, and 


radio and television programs usually 


special 


presented as a series. Television pro- 
grams under auspices of colleges and 
universities have successful 
and of special interest. Study-discussion 
program materials on “Aging in the 
Modern World” were developed by 
Wilma Donahue Clark ‘Tibbitts. 
Three volumes with a recording, a filmo- 


been most 


and 


graph, and two sound kinescopes are not 
a series of lectures but discussion mate- 
rials and are available at a modest cost. 

The Institute of Human Adjustment, 
Division of Gerontology of the Univer- 
sity of Michigan Extension Service, has 
also prepared a series of recordings for 
distribution to radio stations, to com- 
munities, and to organizations interested 
in learning more about the problems 
of aging. Another series of recordings 
available from Pennsylvania State Col- 
lege entitled “The People Act’ presents 
the development of an old age center in 
Syracuse, New York. 

Over 30 educational television stations 
have now been established and faculties 
from colleges, universities, and_profes- 
sional schools present a wide range of 
subject matter. Credit is available for 
many of these those who 
enroll, follow the study guide with its 


courses for 
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suggested reading and _ textbooks as- 
signed for the course, then take the final 


examinations, usually at a small fee. 
Leadership Training Programs 


Leadership has been assumed by some 
30 institutions of higher learning which 
have sponsored and presented confer- 
ences, special institutes on aging, and 
leadership training programs, some of 
which are annual 
events. Some of these universities are: 


well established as 


Boston University 

Brigham Young University 
Cleveland College 

Cornell University 

Georgia State College 
Gustavus Adolphus College, St. Peter, Minnesota 
Indiana University 

Louisiana State University 
Marshall College, Huntington, West Virginia 
New York University 
Northwestern University 
Ohio State University 

Purdue University 

St. Cloud State College, Minnesota 
State University of Iowa 
Syracuse University 

Iniversity of Alabama 
Iniversity of California 
niversity of Chicago 
niversity of Florida 
Iniversity of Georgia 
niversity of Iowa 

Iniversity of Kansas 

niversity of Michigan 
Iniversity of Minnesota 
niversity of New Hampshire 
Iniversity of North Carolina 
niversity of Rhode Island 
Iniversity of Tennessee 
Iniversity of Washington 
Jniversity of Wisconsin 


Pe ee eee eee) 


An enormous amount of knowledge has 
been accumulated through research 
studies, but, to date, much of this is not 
being used efficiently or effectively be- 
cause there is a lack of ‘trained persons 
in the field to apply results of research 
and study. It has been stated that quite 
obviously research can only be engaged 
in by persons who are well trained and 
who have adequate time, facilities, and 
financial backing. 
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Other contributions of university and 
college faculty include preparing and 
editing résumés of conferences and insti- 
tutes as well as reports of pilot studies. 
Editing of gerontology newsletters and 
bulletins is also a responsibility of some 
university institutes of gerontology. Fac- 
ulty also serve as consultants or assist 
community groups and organizations in 
an advisory capacity. 

Among other services and _ projects, 
universities and colleges have sponsored 
and planned public forums and _hear- 
ings, often in conjunction with other 
groups. Purdue University and Indiana 
University are only two of many institu- 
tions of higher learning providing these 
educational services to their states and 
their communities. Many faculty person- 
nel have also been appointed members 
of state councils, commissions, or com- 
mittees on aging and assist members of 
citizens advisory committees on aging. 


Trends and Developments 


Following are some of the recent trends 
in the programs of education in the field 
of aging: 

1. There are now 16 universities which 
have established institutes and divisions 
of gerontology. The majority of these, 
which have been established in the last 
few years to meet emerging needs, con- 
duct and encourage research, provide 
consultant services to communities, pre- 
pare materials and reports, and offer 
educational programs for professional 
and lay persons. 

2. Institutions of higher learning are 
receiving more and more requests for 
assistance with programming for older 
adults, developing services, or making 
studies and surveys of community re- 
sources for the aging and aged. 

3. A limited number of universities 
and colleges are now engaging profes- 
sors emeriti as visiting lecturers. 
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4. Some junior colleges are now offer- 
ing short courses, leadership-training 
workshops, and conferences on aging to 
broaden services to immediate commu- 
nities. 

5. An increasing number of grants for 
research in educational institutions are 
being provided, particularly in fields re- 
lated to health and in social and eco- 
nomic areas of concern. 

6. A few workshops and training pro- 
grams developed and sponsored by col- 
leges and universities are now being 
taken to communities with local training 
programs planned to meet specific 
needs. These of course vary from com- 
munity to community. 

7. State universities are increasingly 
active in adding gerontology programs 
and courses in the departments of ex- 
tension service. 

8. There is great variety in educa- 
tional programming and diversity in ap- 
proaches taken to meet needs, interests, 
and abilities of the aging and aged. 

9. There is evidence of growing co- 
operation among universities and col- 
leges. An example is the Inter-Universi- 
ty Training Institute in Social Gerontol- 
ogy presented in August 1958 and 1959. 

10. Titles of gerontology courses and 
research projects being developed in- 
dicate a broader scope year by year. 
Themes and titles of conferences and 
workshops give evidence of groups 
being served, the variety of subjects re- 
quested, and needs being met. 

11; Greater flexibility is also evident 
as educational programs are being de- 
veloped. 

Efforts here are concentrated on help- 
ing older individuals help themselves, 
and consideration is given to provide 
training in activities offering personal 
and social satisfactions with opportun- 
ities to develop creative talents and 
interests. 
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12. Institutions of higher learning are 
assisting community agencies develop 
programs and services for older people. 

13. A few universities and colleges are 
offering scholarships or tuition without 
cost to men and women of retirement 
age. A limited number of others now 
cut tuition costs one-half for those over 
65. 

14. A constructive educational philos- 
ophy is being developed in all areas re- 
lated to work with the aging and aged. 
Services and programs are being planned 
to meet total needs of individuals— 
mental, emotional, physical, social, edu- 
cational, spiritual, recreational, and vo- 
cational. 

15. Widely varying differences in and 
among older individuals are being rec- 
ognized. These differences are in racial, 
cultural, and national backgrounds; edu- 
cational and work experience; physical, 
mental, and emotional capacities; skills; 
interests; and abilities. 


Conclusion 


This report has indicated the rapid de- 
velopment, scope, and wide variety of 
programs and services offered by many 
institutions of higher learning. This 
study also presents an uneven, irregular 
pattern of educational projects and pro- 
grams which seem to reflect a period of 
transition. In moving forward, there ap- 
pears to be need for colleges and uni- 
versities to define, strengthen, and accel- 
erate present programs by providing: 
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1. Specific courses in gerontology on 
the undergraduate and graduate levels. 

2. Continued research. 

3. Training opportunities for those 
working with the aging and aged, both 
lay and professional persons. 
instructional materials 
and a far wider use of visual aids. 


4. Improved 


5. Special training for teachers of 
older adults. 

6. Opportunities for counseling older 
adults in selecting educational programs. 

7. Greater variety and flexibility of 
educational programs to fill expressed 
interests and needs of middle-aged and 
older persons. These must be easily ac- 
cessible, held at a time convenient for 
older adults, and offered at such small 
cost that they may be afforded on a re- 
tirement income. 

8. Many more radio and _ television 
program series presented by qualified 
persons. 

9. Broader dissemination of informa- 
tion and knowledge. 

10. Additional services to local com- 
munities and also state 
agencies and organizations. 


assistance to 


Determined effort, cooperation, and 
tremendous vision and imagination are 
needed to implement and provide the 
foregoing. 

Presented to members of the Committee on 
Education for the Aging at the Annual Con- 


ference of the Adult Education in Buffalo, New 
York, November 6, 1959. 
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Specialization 


The art of medicine 


ercised: one physician is confined to the 


in Egypt is thus ex 


study and management of one disease; there 
are of course a great number who practice 
this art; some attend to the disorders of the 
eyes, others to those of the head, some take 
teeth, others are conversant with 
whilst 


maladies which are less 


care of the 


all diseases of the bowels; many at 


tend to the cure of 


cons pie uous. 


HERODOTUS 


MB About two thousand years ago, a 
preacher in Ecclesiastes said, ‘““Vhere is 
nothing new under the sun.” In contra- 
distinction to this philosophy, Alfred, 
Lord ‘Tennyson, writing of a somewhat 
later civilization, expressed in his im- 
mortal epic, Morte D’Arthur, this view: 
“The old order changeth, yielding place 
to new.” To which of these conflicting 
concepts does today’s erstwhile philoso- 
pher subscriber In the sphere of the 
healing arts, it would seem that the old 
order has changed. Let us go back into 
the not-too-remote past and trace the de- 
velopment of specialization. 

The physician of three hundred years 
ago was permitted to practice both med- 
icine and surgery, while his colleague, 
the surgeon, was merely a man with cer- 
tain mechanical or technical skills, who 
was allowed to perform only surgery 
and did not presume to treat medical 
ailments. He was not given the title of 
“Doctor” but was referred to as “Mis- 
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ter,” and the surgeon in Britain still re- 
tains the eponym “Mister,” disdaining 
title of “Doctor.” 


Today, the specialist in internal medi- 


the more honored 
cine may practice medicine but must not 
do surgery. Today’s surgeon, on the oth- 
er hand, not only performs surgery but 
also frequently practices a great deal of 
so-called internal medicine. ‘The old or- 
der has changed; indeed, it has reversed 
itself. 

Specialization proceeds at a fast clip. 
The practice of internal medicine is di- 
vided into a half dozen or more special- 
ties: allergy, dermatology, cardiology, 
gastroenterology, endocrinology, and 
peripheral hematology. Surgery has 
gone just as far. There are abdominal, 
thoracic, gynecologic, urologic, vascu- 
lar, plastic, and neurologic surgeons. No 
one will deny that this is some sort of a 
sign of progress, but the boundary be- 
tween one surgical specialty and another 
is frequently difficult to define. The ure- 
thra, the vagina, and the rectum occupy 
so circumscribed an area that literally a 
fine line separates the urologist, the gyn- 
ecologist, and the proctologist. One slip 
and where is the surgeon?—in anothei 
man’s territory. ‘The chest surgeon is be- 
ginning to invade the field of the ab- 
dominal surgeon, for through the tho- 
racic approach and the opening of the 
diaphragm, the adrenals and other vital 
organs come more readily into view. 
Perhaps the thoracic surgeon will be 
able to remove diseased kidneys as well 
as lesions of the intestinal tract. I recall 
seeing an autopsy performed when per- 
mission to open only the abdomen had 
been given—but, through that incision, 
the esophagus, trachea, lungs, and heart, 
along with the whole of the abdominal 
contents, were excised. I am sure that 
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some enterprising pathologist has _per- 
formed all this through the rectal ap- 
proach. 

Dr. Gideon Harvey, an English physi- 
cian of the seventeenth century, found 
the doctors of his day also specializing. 
He classified the physicians of the col- 
lege into 6 sects: (1) chalybeate doc- 
tors, who cured all diseases with prepa- 
rations of steel or copper (much like the 
modern physicians who give iron and 
vitamins with minerals to all patients); 
(2) medical ass-drivers, who put all 
their patients on diets of asses’ milk (to 
this day, a diet of goat’s milk is not in- 
frequently prescribed); (3)  jesuitical 
doctors, who depended upon bark (simi- 
lar to today’s physicians who give qui- 
nine, originaily obtained from the bark 
of the cinchona tree, to all patients with 
a fever); (4) bailiffs, 
drenched their patients at the mineral 


water who 
springs (spas are still popular today) ; 
(5) butcher doctors, who always bled 
their patients (some surgeons, afflicted 
with furor operativa, bleed their pa- 
tients of much of their cash); and (6) 
illustrious muck doctors, who expelled 
diseases by purgation (calomel is still 
widely used). Has the old order changed, 
or do we now have simply a new set of 
categories: vitamin pill pushers, antibi- 
otic enthusiasts, hormone peddlers, ap- 
pendix snatchers, mammary despoilers, 
dilation and curettage deceivers, hyster- 
ectomy misogynists, hewers of flesh, and 
drawers of water? 

The important question that confronts 
us now is, should geriatrics become a 
specialty or be part of the well-rounded 
training of the general practitioner and 
the internist? Will not the day soon 
medical and 


come when there will be 


surgical geriatricians? 


ROBERT B. GREENBLATT, M.D. 


Medical College of Georgia, Augusta 
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Average weight and height 
of elderly Americans 


HA splendid contribution from Dr. 
Arthur M. Master, Dr. Richard F. Lasser, 
and Gloria Beckman, B. A., appeared in 
the February 13, 1960, issue of the 
Journal of the American Medical Associ- 
ation. For the first time, there are tables 
of weight and height for apparently nor- 
mal Americans between the ages of 65 
and 94 years of age. The figures are 
based on a study of 2,925 men and 2,694 
women. All of these people were up and 
about, and all were free from any sign 
of serious disease. The weights and 
heights were measured in stocking feet, 
and the weight included light under- 
garments. 

The average aging man is 68 in. tall 
and weights 159 lb. The average aging 
woman is 63 in. tall and weighs 141 Ib. 
As one would have expected, in both 
sexes and at all ages above 65 years, the 
average weight tends to go down with 
advancing age. The elderly people 
showed no signs of slumping down and 
losing height as they grew older. No one 
knows if the measurements made repre- 
sent the ideal or the optimal figures. 

In the cases of these older people, as 
was to be expected, weight tended to in- 
crease with increasing height and with a 
larger and heavier bony frame. From the 
age of 65 to 94 years, the percentage of 
overweight men in the population de- 
creases from 30 to 10, while the percent- 
age of underweight men increases from 
20 to 50. At the same time, the percentage 
of overweight women decreases from 40 
to 10, while the percentage of those who 
are underweight increases from 20 to 55. 
This bears out the fact known to all in- 
surance people that the underweight per- 
son has a better chance to live a long life. 


WALTER C. ALVAREZ, M. D. 
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Current Comment 





Hospitalization rates 
for persons over 60 


fe The statisticians of the Metropolitan 
Life Insurance Company tell us that in 
1957 and 1958, the annual hospital ad- 
mission rates averaged 156 per 1,000 for 
older men and 98 per 1,000 for older 
women. The average stay for the men 
was 16.8 days and for the women 27.8 
days. Most of the men and women 60 
years of age and over included office and 
field personnel at work, living on dis- 
ability pensions, or retired. Naturally, the 
hospitalization rates rose with age, so 
that, by the time the men were 75, their 
rate was 185 per 1,000. Among the 
men, the commonest causes for hospi- 
talization were abdominal and urologic 
operations and heart conditions. For 
women, the commonest causes were ab- 
dominal operations and heart disease. 


WALTER C. ALVAREZ, M.D. 


Psychiatric problems of 
elderly patients: 

a challenge to the 
general practitioner 


For a long while I have been trying 
to urge general practitioners to consider 
the opportunities available to them in 
developing an adequate program of over- 
all medical care for older patients. Now 
I am glad to see that Dr. George J. 
Wayne, of the University of California 
School of Medicine at Los Angeles, is 
supporting this proposal. He points out 
that the psychiatric problems of elderly 
patients are peculiarly appropriate for 
general practitioners, particularly from 
the standpoint of preventing psychiatric 
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difficulty. He calls attention to the “spe- 
cial importance that the family doctor 
plays in dealing with the psychiatric 
problems of the elderly, and the increas- 
ing responsibility involved as the elderly 
population increases.” 

Dr. Wayne emphasizes that the ex- 
perience of personal deterioration with 
aging is less physiologic than it is psy- 
chologic. This is involved in the suspi- 
cious and sulking behavior, which is char- 
acteristic of older people. ‘These symp- 
toms are protests against being eased 
out, and they provoke the rejecting at- 
titudes toward older people expressed by 
youngsters. It is in these areas that the 
family physician can begin to help peo- 
ple train themselves to enter old age 
with dignity, self-confidence, and under- 
standing. The syndrome of senescence is 
a vicious somatopsychic-psychosomatic 
pattern. General practitioners can espe- 
cially help when older people are physi- 
cally healthy but are becoming emotion- 
ally disturbed. It is not enough simply 
to wait for elderly people to become 
physically sick; they should be helped, 
if possible, to prevent psychic illness 
from occurring. 


CHAUNCEY D. LEAKE 


An international institute 
on gerontology 
HB According to a note in the February 
27, 1960, issue of the Journal of the 
American Medical Association, Professor 
F. Verzar is going to be head of the 
First International Institute for Experi- 
mental Research in Gerontology at the 
University of Basle in Switzerland. ‘The 
research work will be concentrated on 
the aging of the tissues of small animals. 
Studies will be made of the aging of 
muscular and nervous tissues and of the 
feeding problems of old people. 

WALTER CG. ALVAREZ, M.D. 


GERIATRICS, SEPTEMBER 1960 



































The physician listens to a tense, nervous The patient takes one Meprospan-400 capsule 


patient discuss her emotional problems. To at breakfast. She has been suffering from 
help her, he prescribes Meprospan (400 mg.), recurring states of anxiety which have no 
the only continuous-release form of mepro- organic etiology. 

bamate. 


She takes another capsule of Meprospan-400 


ey 


She stays calm while on Meprospan, even 


under the pressure of busy, crowded super- with her evening meal. She has enjoyed sus- 
market shopping. And she is not likely to tained tranquilization all day—and has had no 
experience any autonomic side reactions, between-doseletdowns. Nowshecan enjoy sus- 


sleepiness or other discomfort. tained tranquilization all through the night. 










Relaxed, alert, attentive...she is able to Peacefully asleep . . . she rests, undisturbed 
listen carefully to P.T.A. proposals. For by nervousness or tension. (Samples and 
Meprospan does not affect either her mental literature on Meprospan available from 
or her physical efficiency. Wallace Laboratories, Cranbury, N. J.) 


(Advertisement) 
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clinically tested > 
ethically promoted > 


safe and effective > 
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maximum assurance New 
against recurrence and 5 
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WRITE for PROFESSIONAL nbs direct 
SAMPLE and LITERATURE s 
AVAILABLE COMPOSITION 
at pharmacies or direct RIASOL contains 0.45% Mercury chemically com- 
in 4 and 8 fluid ounces bined with soaps, 0.5% Phenol, 0.75% Cresol. ndds 
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Analgesics alone merely mask pain. 
New Medaprin adds Medrol* to 
suppress the inflammation that causes 
the pain and stiffness. Thus, to the 
direct relief of musculoskeletal pain, 


restoration of function. 


Medaprin is supplied in bottles of 100 
and 500 tablets, each containing: 300 n 
acetylsalicylic acid for prompt relief 

of pain; 1 mg. Medrol to suppress the 
causative inflammation; 200 mg. calcium 
carbonate as buffer. 


"Trademark, Reg. U. S. Pat. Off. — methylprednisolone, Upjohn 


Mrademark, Reg. U. S, Pat. Off. 


h THE UPJOHN COMPANY 
KALAMAZOO, MICHIGAN 
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Nutritious dishes —oysters, cottage cheese salad, 
cole slaw, orange juice, custard —and beer 


The secret of a successful high-vitamin, 
high-mineral diet is acceptance 





The more appetizing the diet, the more likely your 
patient will stick to it. Dried apricots and figs with 
cottage cheese and peanuts attractively provides cal- 
cium, iron, vitamins A, By», niacin and C. Oysters, 
rich in iron and calcium, supply vitamins A and D. 
Shredded cabbage and carrot slaw combines vita- 
mins A and C and calcium. Oatmeal ranks high in 
iron, gets a calcium and vitamin Bs bonus with mo- 
lasses and milk. Custard topped with orange juice con- 
centrate has calcium and vitamins A, B:, Bz and C. 


x United States Brewers Foundation 


If you'd like reprints of this and 11 other different diet menus for your patients, 
write United States Brewers Foundation, 535 Fifth Avenue, N.Y. 17, N.Y. 








An 8-oz. glass of 
beer contains 10 mg. 
calcium, 50 mg. 
phosphorus, 3g min. 
daily requirement of 
niacin, smaller 
amounts of other 
B-complex vitamins. 





(Average of American Beers) 
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KEEPS 
THE STOMACH 
FREE OF PAIN 


KEEPS 
THE MIND OFF 
THE STOMACH 


Milpath acts quickly to suppress hypermotility, 
hypersecretion, pain and spasm, and to allay 
anxiety and tension with minimal side effects. 


Milpath-400 — Yellow, scored tablets of 
400 mg. Miltown (meprobamate) and 
25 mg. tridihexethyl chloride. Bottle of 50. 


AVAILABLE Dosage: 1 tablet t.i.d. at mealtime and 
IN Two 2at bedtime. 


Milpath-200 — Yellow, coated tablets of 
POTENCIES: 200 mg. Miltown (meprobamate) and 
25 mg. tridihexethy! chloride. Bottle of 50. 


Dosage: 1 or 2 tablets t.i.d. at mealtime 
and 2 at bedtime. 


_Milpath 


®Miltown + anticholinergic 


® 
WALLACE LABORATORIES New Brunswick, N. J. WW) 





safe and practical treatment 






of the postcoronary patient 


A basic characteristic of the postcoronary patient, 
whether or not cholesterol levels are elevated, is his 
irfability to clear fat from his blood stream as rapidly 
as the normal subject.!3 Figure #1 graphically illus- 
trates this difference in fat-clearing time by compar- 
ing atherosclerotic and normal subjects after a fat 
meal.3 


“Slow clearers” gradually accumulate an excess of 
fat in the blood stream over a period of years as 
each meal adds an additional burden to an already 
fat-laden serum. As shown in figure #2, the blood 
literally becomes saturated with large fat particles, 
presenting a dual hazard to the atherosclerotic 
patient: the long-term danger of deposition of these 
fats on the vessel walls, and the more immediate 
risk of high blood fat levels after a particularly 
heavy meal possibly precipitating acute coronary 
embarrassment.5 


In figure #3, the test tube at the left contains lipemic 
serum, while the one at the right contains clear, or 
normal serum. If serum examined after a 12-hour 
fasting period presents a milky appearance, this is 
a strong indication that the patient clears fat slowly 
and is a candidate for antilipemic therapy in an 
effort to check a potentially serious situation. 


‘Clarin’, which is heparin in the form of a sublingual 
tablet, has been demonstrated to clear lipemic 
serum.?;6.7 Furthermore, a two-year study using 
matched controls resulted in a statistically significant 
reduction of recurrent myocardial infarction in 130 
patients treated with ‘Clarin’.® 

‘Clarin’ therapy is simple and safe, requiring no clot- 
ting-time or prothrombin determinations. Complete 
literature is available to physicians upon request. 
References: 1. Anfinsen, C. B.: Symposium on Atherosclerosis, 
National Academy of Sciences, National Research Council Publication 
338, 1955, p. 218. 2. Berkowitz, D.; Likoff, W., and Spitzer, J. J.: 
Clin. Res. 7:225 (Apr.) 1959. 3. Stutman, L. J., and George, M.: 
Clin. Res. 7:225 (Apr.) 1959. 4. Wilkinson, C. F., Jr.: Annals of Int. 
Med. 45:674 (Oct.) 1956. 5. Kuo, P. T., and Joyner, C. R., Jr.: 
J.A.M.A. 163:727 (March 2) 1957. 6. Fuller, H. L.: Angiology 9:311 


(Oct.) 1958. 7. Shaftel, H. E., and Selman, D.: Angiology J0:131 
(June) 1959. 8. Fuller, H. L.: Circulation 20:699 (Oct.) 1959. 


Clarin 


(sublingual heparin potassium, Leeming) 
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Indication: For the management of 
hyperlipemia associated with atheroscle- 
rosis, especially in the postcoronary 
patient. 


Dosage: After each meal, hold one tablet 
under the tongue until dissolved. 


Supplied: ‘Clarin’ is supplied in bottles 
of 50 pink, sublingual tablets, each con- 
taining 1500 I.U. of heparin potassium. 
*Registered trade mark. Patent applied for. 


She Leeming £ Ce, Src 


New York 17, N. Y. 
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Proved by a Decade of Experience 
Confirmed. by 1700 Published Reports 
Attested by World-Wide Usage 

















Now...the only 
Nystatin combination with 
extra-active DECLOMYCIN® 


Demethyichlortetracycline 
with extra broad-spectrum benefits:— action at lower 
milligram intake... broad-range action. ..sustained 
peak activity ...extra-day security against resur- 
gence of primary infection or secondary invasion. 


ECLOSTATIN 


Demethylchlortetracycline and Nystatin LEDERLE 














CAPSULES, 150 mg. DECLOMYCIN Demethylchlortetracycline HCl 
and 250,000 units Nystatin. 
DOSAGE: average adult, 1 capsule four times daily. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, C feaderte) 
Pearl River, New York 














in female urethritis referred pain 
complicates diagnosis 


Pain in the groin, suprapubic re- 
gion, thighs and lower back is often 
caused by urethritis but, as a result 
of negative urinary findings, is at- 
tributed to other organs. Direct 
examination of the urethra helps 
localize the origin of referred pain, 
evidence of urethral inflammation. 
calling for local therapy. 


Younger women with bacterial 
urethritis respond to the antibacte- 
rial, anesthetic and dilating effects 
of FURACIN Inserts (formerly FuR- 
ACIN Urethral Suppositories) con- 
taining nitrofurazone 0.2% and the 
local anesthetic diperodon-HCl] 2% 
in a water-dispersible base. Each 
suppository hermetically sealed in 
silver foil, box of 12. 


Older women respond to the es- 
trogenic, antibacterial, anesthetic 
and dilating effects of FURESTROL 
Suppositories containing, in addi- 
tion to nitrofurazone and diperodon 
‘HCl, diethylstilbestrol0.0077% (0.1 
mg.) which corrects postmeno- 
pausal urethritis at the cellular lev- 
el. Each suppository hermetically 
sealed in orchid foil, box of 12. 


| | FURACIN’ INSERTS and 
. FURESTROL’ SUPPOSITORIES 








alleviate pain—simplify treatment 


EATON LABORATORIES, NORWICH, NEW YORK 





Raudixin-the cornerstone of antihypertensive therapy- 
helps relieve the pressures in your patients-helps 
relieve the pressures on your patients / 50 and 100 mg. tabets 
whole root rauwolfia for exceptional patient response 
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} Squibb Quality—-the Priceless Ingredient 
ay 


Squibb Whole Root Rauwolfia Serpentina/‘RauDixin™ 1 








THE FIRST MEDICATION FOR SIMULTANEOUS, OVER-ALL 
MANAGEMENT OF CHRONIC GOUT AND GOUTY ARTHRITIS 


combines 


Zoxazolamine’, 100 mg.: the most potent 
uricosuric agent available 1-3—yet exhibits minimal side 
effects.4 Promotes maximum excretion of urates...facil- 
itates resorption of tophi and prevents formation of new 
deposits. Relieves chronic joint pain and helps restore 
mobility. 


0.5 mg.: the time-tested specific for gout 
—most effective in preventing acute attacks,.1,5.6 


Acetaminophen, 300 mg.: the effective 
nonirritating analgesic”? which relieves chronic aches 
and pains without interfering with uricosuric action.®:9 
Average Dose: One tablet three times a day after meals. 


Supplied: Scored, beige tablets, imprinted McNEIL, bottles of 50. 


Literature on method of administration and dosage is available upon 
request. 


superior agents in 1 tablet for more comprehensive treatment: 


References: 

(1) Boland, E. W.: World-Wide Abstracts 3:11, 
1960. (2) Talbott, J. H.: Arth. & Rheumat. 
2:182, 1959. (3) Burns, J. J.; Yui, T. F.; Berger, 
L., and Gutman, A. B.: Am. J. Med. 25:401, 
1958. (4) Kolodny, A. L.: J. Chron. Dis. 11:64, 
1960. (5) Beckman, H.: Pharmacology in Clin- 
ical Practice, Philadelphia, Saunders, 1952, 
pp. 515-516. (6) Talbott, J. H.: J. Bone & Joint 
Surg. 40-A:994, 1958. (7) Batterman, R. C., 
and Grossman, A.: J.A.M.A. 159:1619, 1955. 
(8) Connor, T. B.; Carey, T. N.; Davis, T., and 
Lovice, H.: J. Clin. Invest. 38:997, 1959. 
(9) Reed, E. B.: Unpublished data. 


TU.S. Patent No. 2,890,985 343460 


(McNEIL) McNEIL LABORATORIES, INC - PHILADELPHIA 32, PA. 
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Additional References To Vaponefrin (a 
partial listing): 1. Abramson, H. A.: 
Ann, Allergy 4:199, 1946. 2. Abramson, 
H. A., and Demerec, M.: J. Allergy, 
16:184, 1945. 3. Allan, W. B.: South. 
M. J. 4121002, 1946, 4. Barach, A. L.: 
Conn. M. J. 11:819, 1947. 5. Barach, A. 
L.: Am. Pract. 2:771, 1948. 6. Barach, 
A. L., et al: Dis. Chest 13:91, 1947. 


7. Koelsche, G. A.: J. Allergy 19:47, 


1948. 8. Richards, D.W., Jr.; Barach, A. 
L., and Cromwell, H. A.: Am. J. M. Sc. 
199225, 1940. 9. Segal, M.S.: New Eng: 





land J. Med. 230:456, 1944. 10. Segal, 
M. S.: New England J. Med. 231:553, 
1944. 11. Segal, M. S.: Dis. Chest 
14:795, 1948. 12. Westcott, F. H., and 
Gillson, R. E.; J. Allergy 14:1, 1943. 
13. Baldwin, E.; Cournand, A., and 
Richards, D. W.; Medicine 28:201, 1949. 
14. Barach, A. L.: JAMA 147:730, 1951. 
15. Barach, A. L.; Bickerman, H. A., 
and Beck, G. J.: Bull. N.Y. Acad. Med. 
28:353. 1952. 16. Barach, A. L., de la 
Chappelle, A. W., et al.: JAMA 144:25, 
1950. 17. Beck, G. J.; Bickerman, H. A., 





and Marder, M. J.: GP 10:51, 19 
18. Bickerman, H. A., and Beck, G. J 
Ann. Int. Med. 36:607, 1952. 19. Bre 
nick, E.; Beakey, J. F.; Levinson, 
and Segal, M.S.: J. Clin. Invest. 28:118 
1949. 20. Burrage, W. S.: New Eng 
J. Med. 238:181, 1948, 21. Charlier. 
and Philippot, E.: Arch. Int. Phar 
codyn. 77:341, 1948. 22. Derbes, V. J, 
GP 8:49, 1953. 23. Farber, S. M.; ; 
son, R. H. L., and Smith, J. D.: Cal 
Med. 84:101, 1956. 24. Feffer, J. J., 
Mann, J. P.: Postgrad. Med. 19:332, 
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INSPIRED RELIEF IN SECONDS 


Just 3 to 6 puffs 

of Vaponefrin relieve 
bronchospasm and 
restore breathing 
comfort... 


o... ne greatest 
improvement (in 
vital capacity-time 
relationship) occurs 


during the first second, 
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25. Gordon, B.: Geriatrics 10:397, 1955, 
26. Gran, 
Rev. Med. Chile 79:162, 1951. 27. Jaquet, 
P. F.: M. Ann. Dist. Columbia 21 :471, 
1952. 28. Levine, E. R.: M. Rec. & Ann. 
46:332, 1952. 29. Lukas, D. S.: J. Al- 
lergy 22:411, 1951. 30. Miller, E. F.: 
New England J. Med. 251:589, 1954. 
31. Motley, H. L., and Tomashefski, J. 
F.: Arch. Ind. Hyg. Occup. Med. 5:1, 
1952. 32. Segal, M. S., and Attinger, E. 
0.; Am. J. Surg. 89:387, 1955. 33. Segal, 
M. S.; Salomon, A.; Woods, C., and 


Unsurpassed record of effi- 
cacy and safety—An impres- 
sive body of authoritative lit- 
erature affirms the outstanding 
efficacy of Vaponefrin Solution, 
(2.25% solution of racemic 
epinephrine hydrochloride) 
and the virtual absence of un- 
toward side effects. 

“The preparation we have 
found most effective is called 
‘Vaponefrin’.””? 

“Inhalation therapy with 
[Vaponefrin] affords as much 
symptomatic relief ...as does 
the injection of 1:1,000 epi- 
nephrine hydrochloride in 
relatively larger doses and is 
accompanied by less systemic 
discomfort.’ 

“The authors have used 
the racemic epinephrine 
(Vaponefrin) most commonly 
and have not observed any un- 
toward changes in hyperten- 

;Sive or cardiac patients.” 

“,.+ patients have used 

| “Vaponefrin’ spray for years 

without harm and with con- 

siderable benefit.” 

_ Incontrast to Vaponefrin, 
types of inhalation ther- 








py have been shown to affect 





V. J., and Martinez, G. C.:° 








Herschfus, J. A.: South. M. J. 47:888, 
1954, 34. Stuppy, G. W.: Am. Pract. 
Digest. Treat. 6:72, 1955. 35. Tiffey 





39. Barach, A. L.: Principles and Prac- 
tices of Anhalational Therapy, Phila., J. 
B. Li rc , 1944. 40. Segal, 





R.: Bull. Med. Paris 64:199, 1950. 
36. Watts, D. T., and Bragg, A. D.: J. 
Pharmacol. & Exper. Therap. 199:2, 1957. 


Medical Textbooks and Monographs: 
37. A Textbook of Medicine (R. L. Cecil 
and R. F. Loeb, eds.), Phila., W. B. 
Saunders, 9th ed., 1957. 38. Drags Of 
Choice, 1958-59 (W. Modell, ed.) St. 
Louis. The C. V. Mosby Company, 1958. 


..AND STANDARD TEXTBOOK REFERENCES 


“TEXTBOOK THERAPY” FOR ASTHMA 


blood pressure and peripheral 
resistance, and to increase ex- 
citability.® 


For maximum efficacy, 
produces particles of criti- 
cal micrometric accuracy— 
Inhalant medication particles 
must range between 0.5 and 3 
microns? to permit penetration 
of the smallest bronchioles. 

Because of its unique, ex- 
clusive baffle, the Vaponefrin 
Nebulizer “. .. produces a fine, 
voluminous mist ... in which 
the majority of the particle 
radii average about 1 micron 
and are thus able to penetrate 
the smaller bronchioles and al- 
veoli,””! 


Specific advantages of 
method frequently men- 
tioned in textbooks — One 
can scarcely open any stand- 
ard textbook of medicine with- 
out finding favorable refer- 
ences to the Vaponefrin method 
in the discussion of respiratory 
diseases. 

Since the aerosol particles 
(of Vaponefrin) go directly to 








the site of the disease process, | 





M. s and Dulfano, M. gi Chronic Pul. 
monary Emphysema, Physiopathology 
and Treatment (Modern Medical Mono- 
graphs), New York, Grune & Stratton, 
1953. 41. Barach, A. L., and Bickerman, 
H. A.; Pulmonary Emphysema, Balto., 
The Williams & Wilkens Company, 1956. 
42. Friedman, H. L.: in Keyser’s Thera- 
peutics in Internal Medicine, New York, 
Hoeber, 2nd ed., 1953. 


the effect is nearly instantane- 
ous'** and “‘is at least as great 
as (that) of parenteral or oral 
administration.’ 

“The deposition of a fine 
bronchodilator mist [such as 
Vaponefrin] on the mucosa of 
the bronchi and bronchioles of 
the respiratory tract presents 
many significant advantages 
over the parenteral use of 
epinephrine.””® 


Professional literature and a com- 
plimentary office demonstration set 
available on request. 


Supplied: Solution (2.25%) race- 
mic epinephrine hydrochloride, 
bottles of 7.5, 15 or 30. cc. Nebuliz- 
ers, Standard size and conveniently- 
carried Pocket size. Also Vaponefrin 
Aerosol Unit ( Nebulizer and Solu- 
tion). 


1, Segal, M. S., and Dulfano, M. J.: Chronic 
Pulmonary Emphysema, New York, Grune & 
Stratton, 1953, p.99. 2. Barach, A. L., and 
Cromwell, Ho A.: Med. Clin, No, America, May, 
1940, p. 621. 3. Westcott, F. H., and Gilson, 
R.-E.: J. Allergy 14:420, 1943. 4. Farber, 
S. M., and Wilson, R. H. L.: Ann, Int. Med. SO: 
1241, 1959. 8. Baldwin, E. de F., and Cour- 
nand, A.: Medicine 28:201,1949. 6, Bicker- 
man, H. A, and Barach, A. L. : Drugs of Choice, 
1960-1961 (W. Modell, ed.), St. Louis, The 
C.V. Mosby Co., 1960, p. 524. 


The VAPONEFRIN Company, 
666 Fifth Ave., New York 19, N.Y, 





Blood pressure that goes up with stress 
often comes down with SERPASIL 


One.reason that many cases of hypertension 
respond to Serpasil is that many cases are as- 
sociated with stress. Stress situations produce 
stimuli which pass through the sympathetic 
nerves, constricting blood vessels, and increas- 
ing heart rate. Hyperactivity of the sympathetic 
nervous system may elevate blood pressure; if 
prolonged, this may produce frank hyperten- 
sion. By biocking the flow of excessive stimuli 
to the sympathetic nervous system, Serpasil 
guards against stress-induced vasoconstriction, 
brings blood pressure down slowly and gently. 


*Coan, J. P., McAlpine, J. C., and Boone, J. A.: J. South Carolina M, A. 51:417 (Dec.) 1955. /2es0me 


Complete information available on request. 


(reserpine ciBa) 
In mild to moderate hypertension, Serpasil is 
basic therapy, effective alone ‘‘...in about 70 
per cent of cases...”’* 
In severe hypertension, Serpasil is valuable as 
a primer. By adjusting the patient to the physio- 
logic setting of lower pressure, it smooths the 
way for more potent antihypertensives. 
In all grades of hypertension, Serpasil may be 
used as a background agent. By permitting 
lower dosage of more potent antihypertensives, 
Serpasil minimizes the incidence and severity 
of their side effects. oT nok 


SUMMIT, N. J, 








for unmatched tolerance and optimal absorption 
in all iron deficiency anemias ——— and especially 
when iron absorption is defective... 





WITH VITAMIN C 


MOL-IRON is well tolerated by 97.9% of patients. !-!0 In contrast, 22.4% 
of patients receiving ferrous sulfate and other forms of iron show g.i. side 
effects. MOL-IRON is not just an ordinary iron salt. MOL-IRON is a spe- 
cially processed, co-precipitated complex of ferrous and molybdenum salts. 
VITAMIN C is nowadded to MOL-IRON because —‘‘Optimal absorption of iron 
is best assured by administering it in the ferrous form with ascorbic acid...’"1 
Each tablet contains: MOL-IRON (ferrous sulfate 195 mg., and molyb- 
denum oxide 3 mg.) plus Ascorbic acid 75 mg. Bottles of 100. Dose: 1 
or 2 tablets t.i.d. White Laboratories, Inc., Kenilworth, New Jersey 








1. Brit. M. J. 1:407, 19 Bull. Margaret Hague Mat. Hosp 


J. Obst. & Gyn. 57:541, 1949. 4. Connecticut J). 14:93 
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how does Mellaril differ from other potent tranquilizers? 
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Mellaril 


THIORIDAZINE HCI 


specific, effective tranquilizer 





provides highly effective tranguilization, 
relieves anxiety, tension, N€rvousness, | 
but is virtually free of such toxic effectsas | 
jaundice Ez. 
Parkinsonism iz 
blood dyscrasia 
dermatitis 








greater specificity of tranquilizing 
action results in fewer side effects 
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Virtual freedom of Mellaril 
from major toxic effects is 
due to greater specificity 
of tranquilizing action 
—divorced from such 
“diffuse” effects as anti- 
emetic action. 


| “A new phenothiazine derivative, thioridazine [Mellaril®], was used to treat 71 
patients, most of whom were unduly agitated and disturbed due to hospital- 
ization for medical or surgical conditions....The response to treatment was 

aS considered satisfactory in 83.4 per cent of patients....ln agreement with the 

| published results of other investigators, we believe that thioridazine shows a 
greater specificity of tranquilizing action and freedom from serious toxic 


effects when compared with some of the other phenothiazines.”* 


Supply: MELLARIL Tablets, 10 mg., 25 mg., 50 mg., 100 mg. 


*David,N. A.: Logan, N. D., and Porter, G. A.: Evaluation of Thioridazine (Mellaril), a New Phenothiazine; SANDOZ 
in The Hospitalized Patient, A.M. & C.T. 7:364 (June) 1960. 











Evaluation of Older Patients for 
Cardiac Surgery 


R. O. BRANDENBURG. 
1960. 


Iinois M. J. 117: 315-317, 
Surgical treatment for congenital or acquired 
cardiac lesions should be considered at any 
age if evidence of significant and progressive 
hemodynamic disturbance is present. 

Atrial septal defect is the most common 
congenital lesion in patients over 45 years of 
age. Many patients are relatively well until 
fifth effort fa- 
palpitation, 


the fourth or decade, when 


tigue, and dyspnea develop. 
Many such patients benefit from operation. 
Patients in the seventh decade may benefit 
from operation in selected instances, but op- 
eration is not justified in relatively asymp- 
tomatic patients in the seventh and eighth 
decades. 

Other congenital cardiac lesions in patients 
over 45 years of age are uncommon. Ven- 
tricular septal defects should not be surgi- 
cally repaired if right ventricular pressures 
are normal, since the defects are small. Pat- 
ent ductus arteriosus occasionally causes 
heart failure in middle-aged and older pa- 
tients, especially women. Surgical repair is 
not advisable if cardiac enlargement or car- 
diac symptoms do not exist. Surgical treat- 
ment of coarctation of the aorta is usually 
justified well into the sixth decade unless 
other serious complicating factors exist or 
the lesion is mild. Atherosclerosis of the 
aorta, often seen in older patients with co- 
arctation, makes surgical repair more diff- 
cult. Congenital aortic stenosis may be cor- 
rected by open repair. 

Of the acquired lesions, aortic stenosis 
should be repaired only if definite and pro- 
gressive symptoms exist, since the operation 
is palliative and the surgical risk is signifi- 
cant. Progressive symptoms justify operation, 
since prognosis is poor with medical treat- 


86A 








ment. Aortic insufficiency may be repaired 
by resection of the noncoronary cusp and 
the associated section of aorta. While surgi- 
cal risk is significant, the long-term outlook 
without treatment is poor in patients select- 
ed for operation. Repair of mitral stenosis is 
justified in patients with class HI or IV ste- 
nosis or with progressive symptoms unless 
other serious complications exist. Mitral in- 
sufficiency may also be surgically repaired, 
frequently with gratifying results. Combined 
rheumatic mitral and aortic disease presents 
a serious technical problem in open repair, 
and the risk is high. Constrictive pericarditis 
and cardiac tamponade from pericardial ef- 
fusion may be dramatically relieved by sur- 


gical therapy. 


Evaluation of the Nitrites in the 
Treatment of Angina Pectoris 

H. J. RUSSEK. Am. J. M. Sc. 239: 478-486, 1960. 
(ETN), 
within five minutes after administration and 


Erythrol tetranitrate which acts 
lasts one to two hours, is useful prior to 
contemplated exertion or excitement in pa- 
tients with angina pectoris. ETN combined 
tetranitrate (PETN) 


with pentaerythritol 


provides continuous prophylaxis. 
the ST 
electro-cardio- 


modification of 
the 
gram after exercise indicate that 15 mg. of 
ETN administered sublingually produces re- 


Pain relief and 


segment depression in 


sponses comparable to that of 4 to 6 nitro- 
glycerin tablets administered singly and by 
the same route at twenty- to thirty-minute 
intervals. Throbbing headache is a common 
side effect but may be avoided in some cases 
by starting with a dosage of 7.5 mg. and 
increasing to 15 mg. as tolerance to the drug 
develops. 

PETN in oral doses of 20 to 40 mg. is 

(Continued on page 89A) 
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in peripheral vascular disease... 








--vascular relaxant 
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Isoxsuprine hydrochloride, Mead Johnson 


e increases blood flow by direct 
action on the smooth muscle of 
the blood vessels’? 


e provides relief in a high percent- 
age of patients with a wide variety 
of peripheral vascular disorders"’ 


e effective in intermittent claudi- 
cation,”* coldness and numbness 
of extremities,*® trophic ulcers,*° 
and leg cramps*' associated with 
arteriosclerosis obliterans, diabetic 
vascular disease, Buerger's disease, 
Raynaud's disease and frostbite 


1 or 2 tablets (10 to 
20 mg.) three or four times daily. 


10 mg. tablets, bottles of 100; 2.cc. ampuls 
(5 mg./cc.) for intramuscular use, boxes of 6. 


(1) Kaindl, F.; Samuels, S.S.; Selman, D., 
and Shaftel, H.: Angiology 70:185-192 (Aug.) 1959. 
(2) Samuels, S. S., and Shaftel, H. E.: J.A.M.A. 777: 
142-144 (Sept. 12) 1959. (3) Kraucher, G.: Prakt. Arzt 
77:325-329, 1957. (4) Birkmayer, W., and Mentasti, M.: 
Wien. med. Wchnschr. 708:395-396 (May 3) 1958. 
(5) Clarkson, |., and LePere, D.: Detailed report in 
Mead Johnson research files. (6) Billiottet, J., and 
Ferrand, J.: Sem. méd. 34:635-637 (May) 1958. (7) 
Singer, R.: Wien. med. Wehnschr. 707:734-736 
(Sept.) 1957. 


Mead Johnson 
Symbol of service in medicine 





Photos used with patient’s permission. 





How new Dianabol rebuilt muscle tissue 
in this underweight, debilitated patient 


Patient was weak and emaciated before 
Dianabol. R. C., age 51, weighed 160 
pounds following surgery to close a perfo- 
rated duodenal ulcer. His convalescence was 
slow and stormy, complicated by pneumonia 
of both lower lobes. Weak and washed out, 
he was considered a poor risk for further 
necessary surgery (cholecystectomy). 
Because a conventional low-fat diet and 
multiple-vitamin therapy failed to build up 
R. C. sufficiently, his physician prescribed 
Dianabol 5 mg. b.i.d. 
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Patient regains strength on Dianabol. In just 
two weeks R. C.’s appetite increased sub- 
stantially; he had gained 912 pounds of 
lean weight. His muscle tone was improved, 
he felt much stronger. After 4 weeks, he 
weighed 176 pounds. Biceps measurement 
increased from 10” to 114%”. For the first 
time since onset of postoperative pneu- 
monia, his chest was clear. Mr. C.’s physi- 
cian reports: “He tolerated cholecystec- 
tomy very well and one week postop felt 
better than he has in the past 2 years.” 














it 


ust 
ub- 


ed, 
he 
rent 
first 
1eu- 
1ysi- 
stec- 
felt 














Dianabol: new, low-cost 
anabolic agent 


By promoting protein anabolism, Dianabol 
builds lean tissue and restores vigor in 
underweight, debilitated, and dispirited 
patients. In patients with osteoporosis 
Dianabol often relieves pain and increases 
mobility. 

As an anabolic agent, Dianabol has 


digests (Continued from page 86A) 


superior to ETN in freedom from side ef- 
fects and duration of activity, which is four 





| to five hours. However, therapeutic response 


been proved 10 times as effective as | 


methyltestosterone. Yet it has far less 
androgenicity than testosterone propio- 


nate, methyltestosterone, or norethandro- | 


lone. 

Because Dianabol is an oral preparation, 
it spares patients the inconvenience and 
discomfort of parenteral drugs. 

And because Dianabol is low in cost, it 
is particularly suitable for the aged or 
chronically ill patient who may require 
jong-term anabolic therapy. 


Supplied: Tablets, 5 mg. (pink, scored); 
bottles of 100. 


Complete information sent on request. 


Dianabol 


(methandrostenolone CIBA) 


converts protein to 
working weight in wasting 
or debilitated patients 


oe Oe: Sar 


2/2829mMB SUMMIT, NEW JERSEY 


lags for an hour or more after taking the 
pill and is diminished when the drug is 
taken after meals. When the drug is taken 
immediately before meals, the patient is un- 
protected during periods of the day when 
anginal episodes are most prone to occur: 
on arising, during travel to and return from 
work, and after the evening meal. Coverage 
is improved by administering PETN one 
hour before meals and adding a dose at 
3:30 P.M. or by combining it with ETN. 
In the latter case, the PETN may be taken 
shortly before meals, with the ETN given 
sublingually on arising and at about 5:00 
P.M. 

Of 58 patients with angina pectoris treat- 
ed with ETN, 40 per cent reported head- 
ache, which necessitated cessation of thera- 
py in about half of these cases. In 8 patients, 
PETN was found free of troublesome side 
effects in 20 to 40 mg. doses. 


Dissemination of Cancer of the 
Colon and Rectum 


| G. O. MCDONALD and A. R. WILLIAMSON. Dis. 
| Colon & Rectum 3: 117-124, 1960. 


Cancer of the rectum and colon may spread 
by local invasion, lymphatic extension, vas- 
cular extension, and implantation or seeding. 

Invasion through the bowel wall into ad- 
jacent organs, such as the bladder, prostate, 
uterus, or vagina, is the principal form of 
cancer spread. Invasiveness depends upon 


| the degree of malignancy, and the extent of 
| spread correlates closely with the prognosis. 


When localized and confined to the bowel 
wall, almost two-thirds of such patients sur- 
vive five years, while only one-half of pa- 


| tients with a low-grade cancer and _ local 





spread live this period of time. If the lesion 
is highly undifferentiated, only 16 per cent 
may be expected to survive five years. 

The prognosis of patients in whom no 
lymphatic or extrarectal dissemination has 
occurred is excellent, with 97.7 per cent 
surviving five years. However, when local 

(Continued on page 90A) 
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occurred 





spread into adjacent tissue has 
without lymph node involvement, this fig- 
ure is reduced to 77.6 per cent. Lymphatic 
involvement under these conditions further 
lowers the five-year figure to 32 per cent. 

Cancer cells may be found in the venous 
channels draining the area of the lesion in 
over one-fourth of the cases. Although no 
definite correlation between vascular exten- 
sion and prognosis can be made, when such 
invasion is present, the prognosis is probably 
graver than when such findings are absent. 

One of the most insidious types of dis- 
semination is implantation or seeding of 
cancer cells in suture lines. Recurrences in 
the suture line may occur in about 10 per 
cent of cases of colonic cancer. 

Dissemination may be controlled by wide 
resection, ligation of vascular trunks, gentle 
manipulation of the tumor, and ligation of 
the bowel lumen with umbilical cord tape 
proximal and distal to the lesion prior to 
removal. Chemical irrigation of the bowel 
lumen with cancerocidal agents as well as 
systemic adjuvant chemotherapy with nitro- 
gen mustard at the time of 


surgery may 


further reduce the incidence of spread. 


The Cerebral Peripheral Circulatory 
Action of Nylidrin Hydrochloride 
T. WINSOR, C. HYMAN, and F. M. KNAPP. Am. J. 
M. Sc. 239: 594-600, 1960. 
In man, nylidrin hydrochloride relieves is- 
chemic night pain and some symptoms of 
cerebral vascular insufficiency, such as light- 
headedness, vertigo, mental confusion, and 
diplopia. In rabbits, nylidrin is an effective 
vasodilator of the cerebral blood vessels. 
After administration of 5 mg. of nylidrin 
intramuscularly or intravenously to patients, 
(1) pulse rate increases significantly; (2) 
slightly, 
(3) mi- 
nute volume of cardiac output increases defi- 


systolic blood pressure increases 


while diastolic pressure decreases; 


nitely, and stroke volume increases slightly; 
(4) an increase in the amplitude of the 
ballistocardiograms; 


I-J wave appears on 
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(5) intensity of heart sounds increases in all 


[131 js 
(7) cir- 
culation through the muscle of the calf in- 


frequency ranges; (6) radioactive 


cleared from muscle more rapidly; 
creases; (8) resistance drops; 
(9) blood flow increases moderately in the 
fingers and slightly in the toes; and (10) the 


peripheral 


renal plasma flow drops slightly as blood is 
diverted into the muscles of the extremities. 

In rabbits, administration of nylidrin hy- 
drochloride results in a definite increase in 
flow of blood in the femoral arteries, a de- 
cline in mean arterial blood pressure, and a 
decrease in peripheral resistance. Cerebral 
vascular flow increases, as does the rate of 
both the white and 


clearance of [181 from 


the gray matter of the brain. 


Anesthesia for the Geriatric 
Urological Patient 


P. W. SEARLES, and D. G. SEYMOUR. 
117: 324-325, 1920. 


Illinois M. J. 


In spite of such difficulties as blood loss and 
the use of abnormal body positions, which 
are a strain on even healthy individuals, 
morbidity and mortality in geriatric urolog- 
ic anesthesia is low. 

Local anesthesia is usually adequate for 
circumcision and for many _ cystoscopies. 
Topical agents should not be used if cystitis 
is present, nor are they safe if the urethra is 
bleeding, since excessive absorption of the 
drug may occur. 

Spinal anesthesia is often the technic of 
choice for transurethral procedures but is 
contraindicated in cases of central nervous 
system disease and is unwise if the patient 
is uncooperative, obese, or has serious circu- 
latory problems. 

Balanced general anesthesia can be used 
in almost every situation except impending 
uremic coma. The technic consists of the in- 
travenous administration of a small amount 
of Pentothal Sodium followed by nitrous 
oxide and oxygen supplemented by Dem- 
erol. Muscular relaxation can be obtained 
by intermittent infusion of succinylcholine. 
In some instances, nitrous oxide is not used. 
For instance, ether is valuable in cases of 
asthma, and cyclopropane is indicated for 
patients in shock. 

(Continued on page 92A) 
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Effective orally 

Musculotropic'—acts directly onthe 
arterial wall to increase blood flow 
Indicated in both occlusive and 


vasospastic disorders 
Increases walking tolerance 
Relieves pain in extremities 
Promotes healing of leg ulcers 
Restores color and warmth to 
extremities 


Literature and professional samples avail- 
able on request. 


1. Council on Drugs, New and Nonofficial Drugs, 
J.A.M.A. 170:1670 (Aug. 1) 1959. 


* Trademark 


Ives IVES-CAMERON COMPANY 
, New York 16, N.Y. 


OP NSHUIESRESUNC)=O4l 


White male, age 57. Ischemic ulcers 
on dorsum and second toe of left foot, 
arteriosclerotic heart disease with con- 
gestive failure, and pneumonitis. Gen- 
eral condition improved with bed rest, 
salt restriction, digitalis and diuretics. 
No improvement of ulcers despite 
conventional peripheral vasodilators. 
Amputation of foot was contemplated. 


With CYCLOSPASMOL, 200 mg. q.i.d., 
marked improvement in ulcer crater 
with appearance of granulation tissue 
within 3 weeks. No effect on toe, 
which was amputated. Continued ther- 
apy with CYCLOSPASMOL (and prophy- 
lactic antibiotic dressings) produced 
smooth healing. 


AAT) Lela MoliloM >ilel cole] ce] lit Maclt laity] 
ILM. Alpher, M.D., Washington, D.C. 


Healed ulcer area 18 months after initiation of therapy. 












protection 


against premature aging... 


ELDEG 


mineral-vitamin-hormone supplement 


KAPSEALS*® 


ELDEC Kapseals help offset the disorders 
of advancing age for the patient now in his 
middle years. Supplying numerous valu- 
able dietary and metabolic factors, ELDEC 
Kapseals provide the patient with compre- 
hensive physiologic supplementation to 
meet the threat of nutritional and hor- 
monal deficiencies ...aid him in meeting 
the problem of declining health during 
the years ahead. With ELDEC Kapseals, 
the patient can plan ahead for tomorrow 
with a greater assurance of good health 
and well-being. 
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Detroit 32, Michigan 
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Sexual Activities and Attitudes in 

Older Persons 

G. NEWMAN, and C. R. NICHOLS. J.A.M.A. 173: 33- 
35, 1960. 

Although sexual activity declines with age, 
most married couples continue to be sexu- 
ally active if both partners are in reason- 
ably good health. Over age 75, the level of 
sexual activity drops sharply, primarily be- 
cause of chronic illnesses. 

The strength of sexual drive also dimin- 
ishes with age. If an individual’s sexual 
urge was strong in youth, it is usually mod- 
erate in old age. If the sexual drive was 
weak to moderate in youth, the old person 
may be without sexual feelings. 

Single, divorced, and widowed persons are 
much less apt to be sexually active, prob- 
ably because the lessened sex drive, al- 
though still present, is not strong enough to 
cause the elderly person to seek an extra- 
marital partner. 

Of 250 persons between ages 60 and 93, 
with an average age of 70, 54 per cent of 
149 who were married and 7 per cent of 
101 who were single were sexually active. 
Frequency of sexual relations ranged from 
three times weekly to once every other 
month. Negroes were more active sexually 
than Caucasians, and men were more active 
than women. 


Statistical Study on Correlation between 
Blood Level of Cholesterol, Beta /Alpha 
Lipoprotein Ratio and Uric Acid of 

Normal and Arteriosclerotic Subjects 

L. SALVINI, and G. VERDI. Gerontologia 3: 327- 
334, 1959 

Arteriosclerosis is probably one facet of a 
general metabolic derangement rather than 
a specific defect. A definite alteration of 
purine metabolism can be demonstrated in 
arteriosclerotic patients. In normal subjects, 
an elevated blood cholesterol value is fre- 
quently associated with an increase in the 
uric acid level, and this correlation is greater 
in men than in women. The uric acid level 
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is, on the average, lower in women than in 
men. No significant correlation exists be- 
tween uric acid values and the beta/alpha 
lipoprotein ratio in normal individuals. 
Arteriosclerotic subjects show a different 
correlation between purine and lipid metab- 





olisms. In such cases, uric acid and choles- 
terol are not significantly correlated, but a 
definite statistic correlation is found be- 
tween uric acid and the beta/alpha lipopro- 
tein ratio. In men, such substances as gly- 
cine, acetates, and pyruvates are probably 
produced in amounts proportional to uric 
acid and lipids, but, in women, they are pri- 
marily proportional to serum lipids only. 
This may explain the variable relationship 
between uric acid and cholesterol in women. 

This evidence of alteration in purine me- 
tabolism in arteriosclerosis suggests that esti- 
mation of the blood uric acid level should 
be included with other blood tests for de- 
tection of the disease. 


Leyarterenol (Levophed) Therapy in 

Acute Myocardial Infarction 

E. M. HELLER. Canad. M.A.J. 82: 917-921, 1960. 
Levarterenol (Levophed) infusion is the 
most effective means of combating hypo- 
tension accompanying acute myocardial in- 
farction. Levarterenol slows the pulse rate 
and increases the total peripheral resistance 
by causing generalized vasoconstriction. Re- 
nal plasma flow is decreased, and the filtra- 
tion factor is increased because of efferent 
glomerular arteriolar constriction. Levar- 
terenol does not produce central nervous 
system stimulation or tachycardia and may 
successfully terminate arrythmias frequently 
associated with hypotension. 

Therapy is started before signs of shock 
appear. Levarterenol infusion is started if 
systolic blood pressure remains below 80 to 
85 mm. Hg for one to three hours despite 
administration of morphine and oxygen. In 
known hypertensive patients, the critical sys- 
tolic blood. pressure is 90 to 95 mm. Hg. In 

(Continued on page 97A) 





help make 
the years of maturity 
years of health... 


comprehensive physiologic supplement 


KAPSEALS 


Physiologic Prophylaxis 

- 10 important vitamins plus minerals to help 
maintain cellular function and to correct 
deficiencies 

+ protein improvement factors to help com- 
pensate for poor food selection 

- digestive enzymes to aid in offsetting 
decreased natural production 

- steroids to stimulate metabolism and prevent 
or help correct protein deficiency states 
Packaging: ELDEC Kapseals are available in bottles of 100. 
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PARKE-DAVIS 


PARKE, DAVIS & COMPANY 
Detroit 32, Michigan 26960 
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for arthritics 
PERI Ee | TE 
SOMACor¢ 


eases pain - reduces inflammation - relaxes muscles 





More complete freedom from pain 
with reduced steroid dosage 


New therapy for acute and chronic arthritics, offering: 


Effective analgesic / muscle relaxant action with Soma® 


eases pain rapid analgesic action provides long-lasting pain relief. 


relaxes muscles prompt muscle relaxant action relieves muscle spasm and 
protects against spasm-induced disabilities. 


when painful muscles relax 


inflamed joints need less steroid. 


Potent anti-inflammatory action with prednisolone 


reduces reliable anti-inflammatory action reduces swelling, tender- 
inflammation °°s:: stiffness and pain, with reduced steroid dosage for 
well-tolerated long-term use. 


continuous anti-inflammatory action halts inflammation- 
induced joint damage. 


\ 


ex, OMAc ort 


(carisoprodol, Wallace, with prednisolone) 


USUAL DOSAGE: One or two Somacort Tablets four times daily. 
SUPPLIED: As white, scored tablets, each containing 350 mg. of Soma (carisoprodol Wallace) 
and 2 mg. prednisolone. Bottles of 50. 


Free literature and samples on request. 


WALLACE LABORATORIES, Cranbury, N. J. WW) 








CITRUS BIOFLAVONOIDS 



























When 
abnormal 
cellular 
metabolism 
accompanies 
stress 
conditions 


Hesperidin, Hesperidin 
Methyl Chalcone, or Lemon 
Bioflavonoid Complex are 
prescribed as therapeutic 
adjuncts for control of 
abnormal cellular activity, 
and capillary and vascular 
damage associated with 
many stress conditions. 


These stress conditions may 
be caused by nutritional 
deficiencies, environment, 
drugs, chemicals, toxins, 
virus or infection. 


SUNKIST AND EXCHANGE BRAND 
Lemon Bioflavonoid Complex 
and Hesperidins are 

available to the medical 
profession in specialty 
formulations developed by 
leading pharmaceutical 
manufacturers. 


Sunkist 
Growers 


PRODUCTS SALES DEPARTMENT 
PHARMACEUTICAL DIVISION 
Ontario, California 











Maintenance 
of Capillary 
Integrity 


Incidence of impaired capillary function 
is more frequent than previously 
recognized, Many publications indicate 
the frequency of increased capillary 
weakness ranges from 16% to as high as 
80% of patients examined (1-4). 


Reports show older people have a high 
incidence of capillary fragility (6). 

In a group of 111 patients, capillary 
weakness was noted to be greatest in 
the fifth and sixth decades (5). 


Hypertensives (7, 8, 9) and those with 
chronic diseases such as arteriosclerosis, 
diabetes and rheumatoid arthritis, have 
shown varying degrees of capillary 
involvement. Hemorrhagic conditions of 
the brain and heart have shown localized 
injury in the capillary (10, 11). 


Capillary fragility has been shown 

to be associated with many bacterial, 
viral and inflammatory diseases (12-23). 
Various bioflavonoid materials have been 
evaluated for their effect upon the 
capillary. Degree of fragility has been 


determined by numerous procedures (24-30), 


The therapeutic rationale of combining 
Hesperidin or other citrus bioflavonoids 
with ascorbic acid or other therapeutic 
agents is based on the premise that 
capillary weakness may be a contributing 
factor to the disease state and that 
capillary integrity should be maintained. 
Citrus bioflavonoids in conjunction 

with ascorbic acid appear to enhance the 
efficacy of other therapy, and help 
control such factors as infection, stress 
and nutritional deficiency even in 

cases not showing capillary weakness. 
NOTE: For bibliography (B-701) write 


Sunkist Growers, Pharmaceutical Division, 
720 E. Sunkist Street, Ontario, California. 
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the presence of actual shock, therapy is 


started immediately. 

One ampule, or 4 cc., of levarterenol is 
added to 1,000 cc. of 5 per cent dextrose in 
distilled water. Intravenous infusion is start- 
ed at 7 to 10 drops per minute. If necessary, 
it is gradually increased to 60 drops per 
minute to keep the systolic pressure above 
100 mm. Hg in previous normotensive pa- 
tients and above 120 mm. Hg in known hy- 
pertensives. 

If a rate exceeding 60 drops per minute is 
required, another ampule of levarterenol 
should be added within five to ten minutes. 
In order to limit the total amount of fluid 
administered or to elevate the blood pres- 
if the rise insufficient, the 
concentration should be gradually increased 
but not to 80 to 100 or more drops per 
minute been If heart 
failure is present, the drop rate should be 
reduced by increasing the concentration— 
for example, 3 ampules at the rate of 20 


sure has been 


as has the custom. 


drops per minute rather than 1 ampule at 
60 drops per minute. Generally, 1 ampule of 
levarterenol per liter is sufficient, but as 


— 


many as 7 may be necessary. 

The rate of infusion is gradually reduced, 
depending on how successfully the blood 
is maintained without the drug. 
generally can be stopped in one to 
although some patients require in- 
fusions for as long as three weeks. 


pressure 
Therapy 
six days, 


Constant attendance by special nurses is 
necessary to regulate the infusion rate and to 
prevent interstitial escape of the drug. The 
best therapy for local tissue sloughs result- 
ing from levarterenol infiltration is prompt 
subcutaneous injection of 10 to 15 cc. of 
saline solution with 5 mg. of phentolamine 
hydrochloride (Regitine) . 

Addition of 20 mg. of heparin to each 
liter of fluid prevents thrombosis in the 
infused vein. Venous cutdown and insertion 
of a small polyethylene tube 6 to 8 in. into 
the vein is advisable if several days of ther- 
apy are contemplated. 
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NCOA Conferences 

The National Committee on the Aging will 
hold a week of meetings, in conjunction 
with its tenth anniversary, October 17 to 21 
in New York City. On October 17 will be 
the second conference of national organiza- 
tions sponsored by the Committee. October 
18 and 19 will be devoted to the annual 
meeting, centering on The Functional Ade- 
quacy of the Older Person. October 20 and 
21 will be set aside for a meeting of repre- 
sentatives of nonprofit homes for the aged. 


Psychiatric Meeting 

The third World Congress of Psychiatry will 
be held June 4 to 10, 1961, in Montreal 
under auspices of the International Psychi- 
atric Association and McGill University Fac- 
ulty of Medicine. Broad categories will be 
(1) phenomenological-observational, (2) ex- 
perimental-therapeutic, and (3) interpre- 
tive-theoretical. Geriatrics will be one of a 
number of special interest areas. Persons 
wishing to present papers should write to 
the General Secretary, Dr. Charles A. Rob- 
erts, Allan Memorial Institute, 1025 Pine 
Ave., West Montreal 2, Province of Quebec, 


Canada, by September 1. 
6 


Other Meetings of Geriatric Interest 


September 13 to 15—American Cancer So- 
ciety, Fourth National Cancer Conference, 
Minneapolis. 


October 1 to 12—National Rehabilitation 
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All news and announcements for this 

department should reach the editorial office six 
weeks before publication date. Please direct 

all communications to News Editor, GERIATRICS, 
84 South Tenth Street, Minneapolis 3, Minnesota. 


Association, annual conference, Oklahoma 
City. 

October 14 to 18—American Occupational 
Therapy Association, annual conference, Los 
Angeles. 

January 1961—Second White House Con- 
ference on Aging, Washington. 

January 8 to 14, 1961—Tenth Internation- 
al Conference of Social Work, Rome, Italy. 


Clinical Nutrition Society Formed 

A group of outstanding research workers on 
nutritional diseases has formed the Ameri- 
can Society for Clinical Nutrition. Dr. Rich- 
ard W. Vilter of the University of Cincinnati 
was elected president of the new organiza- 
tion; president-elect, to take office in 1961, is 
Dr. Robert E. Olson of the University of 
Pittsburgh; and _ secretary-treasurer is Dr. 
Robert E. Hodges of the University of Iowa. 
The society has adopted The American 
Journal of Clinical Nutrition as its official 
publication and will hold its first annual 
meeting in 1961 in conjunction with meet- 
ings of the American Society for Clinical 
Investigation and the American Federation 
for Clinical Research. 


Cost of Health Insurance for the Aged 

Some form of health insurance for the aged 
will eventually be provided under the social 
security system, predicts Professor Wilbur J. 
Cohen, a welfare expert from the University 
of Michigan, Ann Arbor. Professor Cohen 
believes that the plan proposed by President 
Eisenhower could cost as much as $5 billion 
in general tax revenues by 1970 if hospital 
costs increase 10 per cent a year and all of 

(Continued on page 101A) 
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she calls it ‘‘nervous indigestion’ 


C diagnosis: a wrought-up patient with a functional gastro- 
4 intestinal disorder compounded by inadequate digestion. 
f treatment: reassurance first, then medication to relieve the 
4 gastric symptoms, calm the emotions, and enhance the di- 
3. gestive process. prescription: new Donnazyme—providing the 
a multiple actions of widely accepted Donnatal® and Ento- 
1 zyme®—two tablets t.i.d., or as necessary. 


Each Donnazyme tablet contains 


i —In the gastric-soluble outer layer: Hyoscyamine sulfate, 
0.0518 mg.; Atropine sulfate, 0.0097 mg.; Hyoscine hydro- 
bromide, 0.0033 mg.; Phenobarbital (14 gr.), 8.1 mg.; and 
Pepsin, N. F., 150 mg. In the enteric-coated core: Pancreatin, 
N. F., 300 mg., and Bile salts, 150 mg. 


; antispasmodic * sedative + digestant 
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A. H. ROBINS COMPANY, INCORPORATED « RICHMOND 20, VIRGINIA 















: i fs 


UTRIMENT 





to help assure adequate caloric and nutrient intake 


provides all known essential nutrients 
May be used as the sole food, or to fortify 
the diet. It helps build and repair tissue, 
restore nitrogen balance, enhance reha- 
bilitation and promote a sense of well- 
being. 


patients take Sustagen 

The personality problems or the physical 
condition of the geriatric patient may 
interfere with his nutrition.* But these 
individuals will usually take Sustagen... 
it is pleasant tasting, convenient—and 


they can interpret your specification as a 
prescription. Sustagen restores appetite 
by restoring good nutrition. 


easy to usé 

Mixes easily with water to form a palata- 
ble beverage. One glassful (approximately 
8 fluid oz.) provides 390 calories and 
23.5 Gm. of the protein so frequently 
missing in geriatric diets. 


*Goodman, J. I.: J. Am. Geriatrics Soc. 5:504-511 (May) 


1957. 
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the population over 65 years old _partici- 
pates. Administration experts had estimated 
an immediate cost of $1.2 billion, assuming 
80 per cent participation by 1964. The seem- 
ingly broad benefits of the plan are also mis- 
leading, says Professor Cohen, because many 
of the states, which must finance half the 
costs, cannot afford the coverage recom- 
mended by the administration. Health in- 
surance under social security would mean 
no greater compulsion, he says, and would 
cost no more. 


Center Honored 

The 1959 Shroder Award of the Council of 
Jewish Federations and Welfare Funds was 
given to the Indianapolis Senior Citizens 
Day Center. The award was presented for a 
thirteen-month demonstration project offer- 
ing services to older persons regardless of 
race, religion, or color. In making the award, 
special weight was given to the successful 
cooperation achieved in accommodating var- 
ious viewpoints and interests for the greater 
good of the entire community. In the case 
of the center, public and private, sectarian 
and nonsectarian, and local, state, and na- 
tional agencies cooperated. 


Nursing Home Service 

The United States Public Health Service 
announces establishment of a Nursing Home 
Service Section as part of the Chronic Dis- 
ease Program, Division of Special Health 
Services, Bureau of State Services. It will 
provide consultation on clinical services, ad- 
ministrative management, and licensing of 
nursing homes and homes for the aged and 
will conduct studies on the needs for serv- 
ices in such homes. Dr. Bruce Underwood 
is section chief. Other staff members are 
Kenneth R. Nelson, Jr., consultant in ad- 
ministrative management; Mrs. Frances S. 
Wolford, nursing consultant; and = Mrs. 
Charlotte Enterline, secretary. 

(Continued on page 102A) 








In Chronic 


Urinary Infections 


Soothes... Burning Urination 
CLEARS... . Infected Urine 


Urolitia rapidly controls E. Coli, S$. Albus 
and S. Aureus infection. Its soothing ac- 
tion is due to the prompt release of Triti- 
cum and Zea extractives by the kidney 
into the inflamed bladder. Urolitia is 
bacteriostatic, bactericidal, non-toxic, 
does not produce drug fastness, provides 
simple dosage and is safe and economical 
for long term therapy. 

It is especially useful for elderly pa- 
tients with residual urine due to cystocele 
or enlarged prostate, in whom permanent 
sterilization of the urine cannot be ex- 
pected. Urolitia contains no dyes. 

Urolitia is very often used in prescrip- 
tions in combination with one or more 
other drugs, such as Tincture of Bella- 
donna, etc. 


Urolitia—each teaspoonful contains: 
Methenamine 
Lithium Benzoate 
Sodium Benzoate 
In a soothing, demulcent menstruum 
of Triticum and Zea. 
Dose: 1 Tbs. in % cup warm water 
Y, hr. a.c. and h.s. 
ecrease dose after second day. 
Supplied: Botiles of 8 fl. oz. 


We will gladly send you samples of Urolitia, 
some proved prescriptions and literature. 


Borcherdt Company 
217 N. Wolcott Ave., Chicago 12, Ill. 


BORCHERDT COMPANY 
217 N. Wolcott Ave., Chicago 12, Ill. 


Gentlemen: Please send me samples of 
Urolitia and literature. 





Address 


See eee 
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Health Forum Chief 

Appointment of Granville W. Larimore, 
M.D., deputy commissioner of the New York 
State Department of Health, as chairman of 
the 1961 National Health Forum has been 
announced by Dr. James E. Perkins, presi- 
dent of the National Health Council, which 
sponsors the annual forum on behalf of its 
more than 70 member agencies. The 1961 
forum will be held March 13 to 16 at the 
Waldorf Astoria Hotel in New York City 
and will consider “Health and Communica- 
tion. 


Free Cancer Film 

Eli Lilly and Company is offering a 16-mm., 
black and white movie showing cancer de- 
tection technics for viewing by qualified 
professional groups. Entitled ‘The Cancer 


















FACT 1. Prostatec 
tomy can often be 
avoided by expectant 
medical treatment.! 


FACT 2. More than 
50% of men over 45 
develop benign pro 
static hypertrophy.’ 


FACT 3. Prostall cap 
sules reduce prostatic 
enlargement in 92% 
of cases.° 


FACT 4. Prostall cap- 
sules effectively re- 
lieve prostatic symp- 
toms as follows: 








Detection Examination,” the sound film 
outlines a thorough presymptomatic detec- 
tion examination. Viewers will receive a 
handbook of the complete procedure. 


Trio Honored 

Retired members of District 65, Retail, 
Wholesale and Department Store Union, 
AFL-CIO, have honored 3 outstanding con- 
tributors to the welfare of the aged. 

Senator Pat McNamara was cited for the 
vigorous leadership he has given to the 
Senate Subcommittee on Problems of the 
Aged and Aging, of which he is chairman, 
and for his efforts to enact legislation help- 
ful to the aged. 

Miss Ollie Randall, of the National Com- 
mittee on the Aging, was honored for her 
long and active career as a social worker 
who played a major part in developing serv- 
ices and facilities for the aged. 

Dean John McConnell, of Cornell Univer- 
sity School of Industrial and Labor Rela- 
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for Prostatic 
Hypertrophy 

















nocturia 95%, urgen- 
cy 81%, frequency 
549. discomfort 71% 
and starting delay 
70%.* 

FACT 5. Prostall 
causes no side ef- 
fects.’ No contraindi- 
cations. 
























PROSTALL capsules contain 6 gr. of glycine (aminoacetic acid), alanine and glutamic acid in 
biochemical combination. 
DOSAGE: 2 capsules t.i.d. after meals for two weeks, thereafter 1 capsule t.i.d. for at least 
three months. Repeat if symptoms recur. 


1. Chapmar T.t Expectant treatment of benign 
prostatic ¢ argement, Lancet 84, 1949 
Hinman, F The obstructive prostate, J.A.M.A. 
135:136, 194 


Feinblatt, H.M., and Gant, J.C., Palliative treat- 
ment of benign prostatic hypertrophy, J. Maine 
M.A, 49:99, 1958 


4. Ibid. #3, Southwestern Med. 40:109, 1959 
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How quietly but surely twilight comes. So it is with Placidyl’s 
gentle non-barbiturate sedation. Placidyl persuades, never 
insists. Its action is prompt, yet certain as dawn...a dawn 
unmarred by hangover. To the restive, give 


ABBOTT 


the magic of restfulness. Give Placidyl. 








© ABBOTT LABORATORIES, NORTH CHICAGO, ILLINOIS 010051 


Placidyl” nudges your patient to sleep 


(Ethchlorvynol, Abbott) eeeeeesee 
















FILMTAB“ 


Geriactive with Gerilets ¢&@ 


Geriatric Supportive Formula, Abbott 

















A FULL RANGE OF DIETARY AND THERAPEUTIC SUPPORT FOR OLDER PATIENTS 


B-Complex Vitamins Hematopoietic Factors Lipotropic Factors 

Thiamine Mononitrate 5mg. Vitamin B,2 with Intrinsic Factor | Betaine Hydrochloride... 50 mg. 
Riboflavin...... 5mg. Concentrate,” U.S.P.Unit (oral) —Inositol.................. 50 mg. 
Pyridoxine Hydrochloride. 1 mg. Ferrous Sulfate, U.S.P... 75mg. —anti-Depressant 

Nicotinamide Deg. Seay ee eT Te 1 mg. 
Caicium Pantothenate 5 mg. Folic Acid.... . ... 0.25 mg. (Methamphetamine Hydrochloride, Abbott) 
Oil Soluble Vitamins Capillary Stability Hormones 

Vitamin A.. 1.5 mg. (5000 units) Ascorbic Acid....... . 50mg. ‘Sulestrex............... 0.3 me. 
Vitamin D. 12.5 mcg. (500 units) Quertine®.............. 12.5 mg. (Piperazine Estrone Sulfate, Abbott) 
Vitamin E 10 Int. units (Quercetin, Abbott) Methyltestosterone..... 2.5 mg. 
STREAMLINED. INTO THE SMALLEST TABLET «i OF ITS KIND 
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NEW HANNA “FEATHERWEIGHT" SUSPENSORY URINAL NO. 7 


LIGHTWEIGHT, COOL, EASY TO WEAR, WASH AND ADJUST 


patient comfort and security — sitting, standing or 





MOST POPULAR 
FOR SLIGHT 
INCONTINENCE! 


THE HANNA + URINAL BY ES. 


HANNA “FEATHERWEIGHT” DRIP URINAL NO. 8 
Drip urinal with regular outlet drain 

for day or night use. Soft, cotton-cloth 
suspensory and light latex top with 
detachable scrotum bag. Removable 
closure cap, adjustable waistbelt. 

Latex cone-shaped penile sheath for 
uni-directional flow of urine. 


MOST COMFORTABLE 
IN ANY POSITION! 


Special Davol construction assures maximum 


lying down — during day or night use. Soft, 
cotton-cloth suspensory and light latex top snap 
together easily. Smooth latex cone-shaped penile 
sheath can be cut to individual fitting. Complete 
with urinal bottom and 20-ounce capacity. 


SPECIAL COMFORT FOR INCONTINENT PATIENTS - 
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NO.5 MALE URINAL NO. 14 MALE URINAL NO. 28 MALE URINAL Poavon) RUBBER COMPANY 
14-0Z. CAPACITY 20-02. CAPACITY 20-02. CAPACITY ® PROVIDENCE 2, RHODE ISLAND 





AVAILABLE THROUGH YOUR SURGICAL SUPPLY DEALER 
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tions, received recognition for his research 
probing the economic conditions of the 
aging and for his organization of studies re- 
lated to preretirement programs. 


Economic Study 

Brown University, Providence, Rhode _Is- 
land, has received a $160,000 grant from the 
Ford Foundation to study the economic 
effects of private pension plans and the em- 
ployment problem of middle-aged and older 
workers. A broad analysis of management 
and labor practices as they affect employ- 


Major Research Grant 


Research funds which will total more than 
2 million dollars over seven years have been 
granted to Western Reserve University, 
Cleveland, by the National Institutes of 
Health to support a broad program of re- 
search in aging. 

This is the third such grant by the United 
States Public Health Service since 1957 to 
support large, comprehensive research pro- 
grams in university settings, which permit 
scientists from various fields to integrate 
their studies on the problems of aging. The 
2 earlier grants went to Duke University 
and Albert Einstein College of Medicine. 

The principal aims of the Western Re- 
serve program will be: (1) to sustain and 
coordinate research into the biochemical, 



















worker market. The 


Each scored tablet contains 
pentylenetetrazole 100 mg. 
(14% gr.) nicotinic acid 50 
mg. (5/6 gr.) in bottles of 100 
and 500 tablets. Usual dose: 
2 MENIC tablets t.i.d., p.c. 


Literature and samples 
available upon request. 





ment of older workers will include studies 
of collective bargaining agreements, hiring 
practices, the effect and extent of union pol- 
icies, and occupational patterns on the older 
research team is head- 
ed by Professor Philip Taft. 


biophysical, and other biological aspects of 
aging; (2) to offer opportunities for new re- 
search studies in aging; (3) to stimulate 
young medical personnel to become more 
interested in research in aging; and (4) to 
(Continued on page 106A) 










in the 
senility syndrome 


cerebral arteriosclerosis 
and mental confusion 





vasodilator 
MENIC combines the mutually enhanc- 
ing action of the effective analeptic, pentylenetetrazole, with the 
proven cerebral vasodilator, nicotinic acid. 

MENIC acts to increase oxygen and blood 
supply to the brain and so helps to overcome the cerebral ischemia 
and hypoxia responsible for many senility symptoms. Produced 
physical, mental and social improvement.! Menic makes possible a 


more comfortable, happier life. 
1. Levy, S.: J.A.M.A. 153:1260, 1953. 


GERIATRIC PHARMACEUTICAL CORP. 


BELLEROSE, L. 1, N.Y. DEPT. GER. 9-60 
Pioneers in Geriatric Research 
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ufor a smooth= 
downward curve 


New Rautrax-N results in prompt lowering of blood pres- 
sure.’ Rautrax-N, a new and carefully developed antihyper- 
tensive-diuretic preparation, provides improved therapeutic 
action! plus enhanced diuretic safety for all degrees of essen- 
tial hypertension. A combination of Raudixin and Naturetin, 
Rautrax-N facilitates the management of hypertension when 
rauwolfia alone proves inadequate, or when prolonged treat- 
ment, with or without associated edema, is indicated. 
Naturetin, the diuretic of choice, also possesses marked 
antihypertensive properties, thus complementing the known 
antihypertensive action of Raudixin. In this way a lower 
dose of each component in 
Rautrax-N controls hyper- 
tension effectively with 
few side effects and 
greater margin 
of safety. 
1-16 








Other advantages are a balanced electrolyte pattern1!-16 and 
the maintenance of a favorable urinary sodium-potassium 
excretion ratio.216 Clinical studies!5 have shown that the 
diuretic component of Rautrax-N—Naturetin—has only a 
slight effect on serum potassium. The supplemental potas- 
sium chloride provides additional protection against potas- 
sium depletion which may occur during long term therapy. 


Rautrax-N may be used alone or in conjunction with other 
antihypertensive drugs, such as ganglionic blocking agents, 
veratrum or hydralazine, when such regimens are needed 
in the occasionally difficult patient. 


Supply: Rautrax-N—capsule-shaped tablets providing 50 
mg. Raudixin (Squibb Rauwolfia Serpentina Whole Root) 
and 4 mg. Naturetin (Squibb Benzydroflumethiazide), with 
400 mg. potassium chloride. 


Dosage: Initially-1 to 4 tablets daily after meals. Mainte- 
nance-1 or 2 tablets daily after meals; maintenance dosage 
may range from 1 to 4 tab- 
lets daily. For complete in- 
structions and precautions 
see package insert. Litera- 
ture available on request. 


References: 1. Reports to the Squibb 
Institute, 60. 2. David, N.A.; 
Porter, G. A., and Gray, R. H.: Mono- 
graphs on Therapy 5:60 (Feb.) 1960. 
3. Stenberg, E. S., Jr.; Benedetti, A., 
and Forsham, P.H.: Op. cit. 5:46 
(Feb.) 1960. 4. Fuchs, M.; Moyer, J. 
H., and Newman, B. E.: Op. cit. 5:55 
(Feb.) 1960. 5. Marriott, H. J. L., and 
Schamroth, L.: Op. cit. 5:14 (Feb.) 
1960. 6. Ira, G. H., Jr.; Shaw, D. M., 
and Bogdonoff, M. D.: North Carolina 
M. J. 21:19 (Jan.) 1960. 7. Cohen, B. 
M.: M. Times, to be published. 8. 
Breneman, G. M. and Keyes, J. W.: 
Henry Ford Hosp. M. Bull. 7:281 
(Dec.) 1959. 9. Forsham, P. H.: 
Squibb Clin. Res. Notes 2:5 (Dec.) 
1959. 10. Larson, E.: Op. cit. 2:10 
(Dec.) 1959. 11. Kirkendall, W. M.: 
Op. cit. 2:11 (Dec.) 1959. 12. Yu, P. 
N.: Op. cit. 2:12 (Dec.) 1959. 13. 
Weiss, S.; Weiss, J., and Weiss, B.: 
Op. cit. 2:13 (Dec.) 1959. 14. Moser, 
M.: Op. cit. 2:13 (Dec.) 1959. 15. 
Kahn, A., and Grenblatt, |. J.: Op. cit. 
2:15 (Dec.) 1959. 16. Groliman, A.: 
Monographs on Therapy 
5:1 (Feb.) 1960. 
Squibb Quality —the 
Priceless Ingredient 


SQUIBB, 








‘anvowxin’® ‘rautrax® and ‘NATURETIN’ ARE 


The proved, effective antihypertensive— 
now combined with a safer, better diuretic 


RAUTRAX-N 


Squibb Standardized Whole Root Rauwolfia Serpentina (Raudixin) 
and Benzydroflumethiazide (*Naturetin) with Potassium Chloride 
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serve as a regional resource of scientific in- 
terest and information on questions of aging 
and to stimulate community interest in the 
field. 


Michigan Report 

In its fourth annual report to the Michigan 
legislature, the state’s Legislative Advisory 
Council on Problems of the Aging makes 
the following major recommendations: 

1. A coordinating committee on techno- 
logic unemployment should be set up at the 
state level to develop policies and programs 
and make recommendations to the governor 
and legislature. 

2. Legislative should be 
made to complete a demonstration program 
on preventive health care for the indigent 


appropriations 


aged in Kent County. 


3. The state departments of health and 
welfare should review the classification of 
and standards for public and private insti- 
tutions caring for the aged. 

4. Maximum state payments for nursing 
home and hospital care of OAA recipients 
should be raised from $90 to $130 a month. 

5. Legislative interim committees should 
be set up to study inadequate housing 
among older persons and homestead tax ex- 
emptions for low-income older property 
owners. 

6. The legislature should establish a state 
commission on aging. 


CONFERENCE REPORTS 
New Jersey Meetings 


Approximately 1,200 citizens, most of them 
laymen, have been involved in the prepara- 
tion of the New 
White House Conference on Aging. In co- 


Jersey program for the 
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COMPREHENSIVE 
OLD AGE BENEFITS 


A brightens the outlook 


A lightens the load of 
poor nutrition 

A heightens tissue/ 
bone metabolism 





1 small et every morning 





YRESTIN- 












Geriatric Vitamins-Minerals-Hormones-d-Amphetamine Lederle 





Each capsule contains: Ethinyl Estradiol 0.01 mg. « 
Methyl Testosterone 2.5 mg. « d-Amphetamine Sulfate 
2.5 mg. ¢ Vitamin A (Acetate) 5,000 U.S.P. Units « Vita- 
min D 500 U.S.P. Units ¢ Vitamin B,. with AUTRINIC® 
Intrinsic Factor Concentrate 1/15 U.S.P. Unit (Oral) « 
Thiamine Mononitrate (B,) 5 mg. ¢ Riboflavin (B,) 5 mg. 
* Niacinamide 15 mg. © Pyridoxine HCI (B,) 0.5 mg. © 
Calcium Pantethenate 5 mg. © Choline Bitartrate 25 mg. 
* Inositol 25 mg. * Ascorbic Acid (C) as Calcium Ascor- 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QD 
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bate 50 mg. « I-Lysine Monohydrochloride 25 mg. ¢ 
Vitamin E (Tocopherol Acid Succinate) 10 Int. Units « 
Rutin 12.5 mg. ¢ Ferrous Fumarate (Elemental iron, 10 
mg.) 30.4 mg. © lodine (as KI) 0.1 mg. ¢ Calcium (as 
CaHPO,) 35 mg. * Phosphorus (as CaHPOQ,) 27 mg. ° 
Fluorine (as CaF.) 0.1 mg. ¢ Copper (as CuO) 1 mg. ° 
Potassium (as K,S0,) 5 + * Manganese (as oy 1 ~ 
e Zinc (as ZnO) 0.5 ¢ Magnesium (MgO) 1 

¢ Boron (as Na2B,0,. 10446) 0.1 mg. Bottles of 100, 1000. 
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MORRIS PLAINS, NJ. 


in respiratory distress 


CHOLEDYL 


brand of oxtriphylline 


betters breathing . . . decreases 
wheezing in chronic bronchitis, 
chronicasthma and emphysema 


Choledyl, the choline salt of theo- 
phylline, produces up to 75% higher 
theophylline blood levels than does 
oral aminophylline, without gastric 
upset. The superior specific bron- 
chodilator, Choledy] is basic for pro- 
phylaxis or treatment of dyspnea... 
has no sedative or sympathomimetic 
effects...reduces incidence and 
severity of acute attacks...decreases 
need for secondary medication. ..re- 
tains effectiveness during long-term 
administration. Usual dose: 200 mg. 
q.i.d. Supplied as 200 mg. tablets 
(yellow), bottles of 100. aros 


\» CARDIOLOGY 


UROLOGY 


GERIATRICS, 
CONVALESCENCE 


GASTROENTEROLOGY 


DIABETES 





Recent research* 
confirms the widening 


FIELD for WINE 


WINE has been used with excellent effect for the 
relief of pain, discomfort, apprehension and anxiety 
in angina pectoris, thromboangiitis obliterans, 
Raynaud’s disease and hypertension. 


The judicious use of WINE can brighten the other- 
wise monotonous, unappealing diet in renal disease. 
It increases glomerular blood flow, stimulates 
diuresis, is nonirritating to the kidneys. 


By stimulating appetite, supplying quick energy 
source, relaxing tensions and increasing morale, the 
prudent use of WINE has been described as a balm 
for the convalescent and “milk” for the aged. 


In moderate amounts WINE increases gastric secre- 
tion, relaxes gastric tension and, therefore, is a val- 
uable aid in the treatment of anorexia, hypochlor- 
hydria, dyspepsia, spastic constipation and diarrhea. 


In the normal diet of the diabetic, WINE can serve 
as an excellent energy source which does not re- 
quire the.participation of insulin. 


These and other therapeutic uses for wine are dis- 
cussed in *“‘Uses of Wine in Medical Practice.” 
For your free copy write—Wine Advisory Board, 
717 Market Street, San Francisco 3, California. 
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take the misery out of menopause 
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as hormones alone often don’t do 


Fast-acting Milprem directly relieves 


both emotional dread and estrogen deficiency 


Dosage: One Milprem tablet t.i.d. in 21-day courses Many physicians find that estrogen therapy is 
with one-week rest periods; during the rest ‘ - 
periods, Miltown alone can sustain the patient. not enough for the woman who 1S also filled 


with anxiety by her menopause. Her emotional 


Composition: Miltown (meprobamate) + conjugated dread may make her so miserable that it 


estrogens (equine). 


Supplied: Milprem-400, each coated pink tablet becomes a real clinical problem. 

contains 400 mg. Miltown and 0.4 mg. conjugated a. % ° 

estrogens (equine). Milprem-200, each coated This is where Milprem helps you so much. It 
old-rose tablet contains 200 mg. Miltown calms the woman’s anxiety and tension; pre- 
and 0.4 mg. conjugated estrogens (equine). ° 

Both potencies in bottles of 60. vents moody ups and downs; relieves her 
Literature and samples on request. insomnia and headache. At the same time, it 


checks hot flushes by replacing lost estrogens. 
The patient feels better than she did on estrogen 
therapy alone. And your counsel and your 


® ® 
il rem assurances can now help her make her 
Pos p adjustment much faster. 


(Miltown® plus natural estrogens) 
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“For my patients who need a laxative, | recommend 
Caroid and Bile Salts Tablets. They relieve constipation 
gently and help to avoid straining. This is particularly | 
important in cardiac and postsurgical patients.” 
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Caroid&Bile Salts .... 


The combined action of the principal ingredients in Caroid and Bile 
Salts Tablets provides 3-way, physiologic relief of constipation. 
Caroid® — potent proteolytic enzyme for improved protein digestion. 
Bile salts — choleretic for treatment of biliary stasis; hydrotropic for 
soft, well-formed stools. 

Stimulaxant — to improve smooth muscle tone, restore regularity. 


Dosage: 1 or 2 Caroid and Bile Salts Tablets should be taken with at least 
1 glass of water about 2 hours after breakfast and at bedtime. 


Samples on Request. 
American Ferment Co., Inc., 1450 Broadway, New York 18, N. Y. 
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operation with the state Division of Aging, 
4 state conferences were held in May. The 
individual conferences were sponsored by the 
Economic Security, Housing and Shelter, Ed- 
ucation and Social Welfare, and Medical and 
Health Care committees. 


North Carolina Holds Parley 

North Carolina joined the swelling ranks of 
states to hold governor’s Conferences on 
Aging with a meeting July 27 to 29 in 
Raleigh. After a keynote address by Gover- 
nor Luther H. Hodges, the conference heard 
three general session talks—by Dr. Ewald W. 
Busse, director of Duke University’s Center 
for Study of Aging; by Miss Chloe Gifford, 
past-president of the General Federation of 
Clubs; Harold J. 


Women’s and by Dr. 
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Dudley, general secretary of the Presbyter- 
ian Synod of North Carolina. Workshops on 
research and population; income mainten- 
ance and employment; health and medical 
care; social services; housing and living ar- 
rangements; education and recreation; fam- 
ily life, community relationships, and _ re- 
ligious activities; and personnel needs were 
held. 


Philadelphia Story 

The Philadelphia Regional Advisory Board 
on Problems of Older Workers held its first 
meeting on May 16 in the Philadelphia 
State Office Building. Members stressed the 
importance of communications with the 
public, press, radio, and television and ex- 
pansion of the industrial seminar program. 
The board is working directly with A. J. 
Ocinski, regional director of the advisory 
board staff. 
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McNamara Hearings 

The senate’s Subcommittee on Problems of 
the Aged and Aging has published highlights 
of its hearings of April 11 to 13 on health 
needs of the aged. 

Dr. George Baehr, former medical director 
of Hospital Insurance Plan and former pres- 
ident of the New York Academy of Medi- 
cine, feels that the practice of experience 
ratings results in higher insurance rates for 
groups including older employees. Prepay- 
ment for hospital services never will be pos- 
sible through voluntary plans but only by 
means of the social security mechanism. 

Ethel Percy Andrus, president of the Na- 
tional Retired Teachers Association and the 
American Association of Retired Persons, 
believes that the Food and Drug Adminis- 
tration should be authorized to establish a 
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Fleischmann’s , 
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new margarine 

made from 100%~ 
golden corn oil * eum 






*Yes, Fleischmann’s is made from delicious golden 
corn oil, partially hydrogenated for a smooth, 
even texture. On hot muffins, toast or vegetables, 
Fleischmann’s bursts into a delicate golden good- 
ness. It is also ideal for baking. Your whole family 
will love Fleischmann’s truly delicious flavor. 


FLEISCHMANN’S CORN OIL MARGARINE 


national formulary that could guarantee 
purchase of medications at half the price 
now paid. 

Wilber J. Cohen, professor of public wel- 
fare administration at the University of 
Michigan, said that some 55 per cent of all 
American adults believe that the govern- 
ment should help people get doctors and 
hospital care at low cost; about 25 per cent 
oppose such action. 

Durward Ulfers, executive vice-president 
of Mutual of Omaha, told the committee 
that his company had more than 1 million 
senior citizens insured as of December 31, 
1959. The company also developed, in 1959, 
a senior security policy with a lifetime re- 
newal agreement, which is available to the 
aged person regardless of present health. 

Walter M. Foody, vice-president of Con- 
tinental Casualty Co., stated that the main 
question for all people, old and young alike, 
is not whether hospital insurance will be 
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Clark treated 31 anginal patients who showed signs of anxiety, fear, excitement and other forms of emotional 
stress. On CARTRAX, all 31 fared better than they had on previous therapy...as judged both by subjective 
reports and by reduced nitroglycerin requirements.* 


CARTRAX combines PETN (for prolonged vasodilation) with ATARAX (the tranquilizer preferred for angina patients 
because of its safety and mild antiarrhythmic properties). Thus, CARTRAX helps you to cope with both com- 
ponents of angina pectoris—circulatory and emotional. 


For a better way to help your angina patients relax, prescribe CARTRAX. *Clark, T. E., in press. 


CARTRAX 


p t + AT a ®tt Dosage: Begin with 1 to 2 yellow CARTRAX “10” 
tablets (10 mg. PETN plus 10 mg. ATARAX) 3 to 4 
: A A times daily. For dosage flexibility, CARTRAX “20” 
(pink) tablets (20 mg. PETN plus 10 mg. ATARAX) may be utilized at a level of one tablet 
three to four times a day. The tablets should be administered before meals for optimal ew york 17, N.Y 
response. For convenience, write “‘CARTRAX 10” or “CARTRAX 20.” As with all nitrates, Division, Chas. Pfizer & Co., Inc. 
use with caution in glaucoma. Supplied: In bottles of 100. Prescription only. Science for the World's Well-Being™ 
Tpentaerythritol tetranitrate tfbrand of hydroxyzine : 
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“, uniformly 
excellent results 
in the treatment 
of decubitus, 
varicose, 
arteriosclerotic, 
and diabetic ulcers.”* 


1) PANAFIL 


for enzymatic debridement and 


2) CHLORESIUM 


for prompt healing 


Reporting on a two-year study, clinicians described the regimen of Panarit Ointment for clean-up 
of surface ulcers, followed by Cutoresium Ointment for healing, as “the most effective” in their 
experience.* 

Panarit Ointment is a proteolytic agent for debridement of necrotic tissue or encrusted wound 
exudate. It produces a clean wound base, clearing out secondary infection without need for 
topical antibacterial medication. Stable and ready-to-use, PANAFiL is safe and convenient as a 
standard wound dressing. AND...it is priced far below other topical enzyme preparations. 
CxHLoresium Ointment is a recognized aid to healing of ulcers, wounds, burns, and dermatoses. 
Its active ingredient, water-soluble chlorophyllin, speeds formation of healthy granulation tissue 
and epithelization, soothes irritated tissues, and deodorizes malodorous lesions. As a further 
advantage, the clinicians report, “...with many hundreds of cases we have yet to encounter a 
single case of irritation or sensitivity traceable to the active ingredient....”* 


Panarit. Ointment—Papain 10%, urea U.S.P. 10%, Cuioresium Ointment—Water-soluble chlorophyll 
water-soluble chlorophyll derivatives 0.5% in a derivatives 0.5% in a hydrophilic ointment base. In 
hydrophilic ointment base. In 1-0z. and 4-oz. tubes 1-0z. and 4-o0z. tubes and special hospital size. 


and special hospital size. Samples and literature on request from 


*Diamond, O. K.: New York J. Med. 59:1792, 1959. Rysta n Mount Vernon, N. Y. 
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available but whether the purchasing power 
of the dollar will remain stable. 

Dr. Edward C. Mazique, president of the 
National Medical Association of America, 
feels that, while it is true that much medical 
care is given free, many physicians cannot 
afford this kind of charity work. Expanded 
health care for the aged should be provided 
through the social security system. 

Douglas Colman, vice-president of the 
Blue Cross Association of New York, pointed 
out that hospital care for the elderly is about 
2.5 times that of the total population and 
is rising. Four million persons over 65 are 
now eligible for benefits through Blue Cross 
programs. Any program for the aged should 
include major emphasis on diagnostic, sup- 
portive, and rehabilitative services and 
should not put any premium on bed care, 
which is largely custodial in nature. 


Congressman Aime J. Forand (D., R. 1.) 
explained that the program he has proposed 
would not be government-paid but would 
be paid by those who will eventually be- 
come beneficiaries. The added social security 
contributions would not cost the individual 
more than 25 cents a week. 

Senator Harrison A. Williams, Jr., (D., 
N. J.) reported that the most liberal private 
health plan costs $72 a year and pays $10 a 
day for thirty-one days of hospitalization. 
The average cost of a hospital bed is $25 a 
day. If a policyholder should spend thirty 
days in the hospital, it would cost him $450 
extra, wiping out nearly half the annual 
income of about 6 million persons. 

Ardell T. Everett, vice-president of Pru- 
dential Insurance Co., explained that health 
insurance coverage for the aged now is in- 
creasing more rapidly than insurance cover- 
age of the population as a whole. Pruden- 
tial now is making health insurance for re- 
tiring employees available to all insured 
groups, with employers having a choice of 


3 plans. 
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ASSISTS PROTEIN UPTAKE 
IMPROVES MENTAL OUTLOOK 
AIDS NUTRITIONAL INTAKE 


VRESTIN 


Geriatric Vitamins-Minerals-Hormones-d-Amphetamine Lederle 


Each capsule contains: Ethinyl Estradiol 0.01 mg. 


bate 50 mg. ¢ I-Lysine Monohydrochloride 25 mg. « 


g. 
Methyl Testosterone 2.5 mg. © d-Amphetamine Sulfate Vitamin E (Tocopherol Acid Succinate) 10 Int. Units e 


2.5 mg. ¢ Vitamin A (Acetate) 5,000 U.S.P. Units « Vita- 
min D 500 U.S.P. Units * Vitamin B,, with AUTRINIC® mg.) 30.4 mg. © lodine (as Kl) 0.1 


Rutin 12.5 mg. © Ferrous Fumarate (Elemental iron, 10 
mg. * Calcium (as 


Intrinsic Factor Concentrate 1/15 U.S.P. Unit gym ° CaHPO,) 35 mg. © Phosphorus (as CaHPO,) 27 mg. « 


Thiamine Mononitrate (B,) 5 mg. ¢ Riboflavin (82) 4 mg 


© Niacinamide 15 mg. © Pyridoxine HCI (B 


6) 0 
Calcium Pantothenate 5 mg. « Choline Bitartrate 25 mg. 


Fluorine (as CaF) 0.1 mg. * Copper (as CuO) 1 mg. « 
Potassium (as K.S0. 5 mg. * Manganese (as ae 1 mg. 
e Zinc (as ZnO) 0.5 mg. © Magnesium (MgO bt cok 


e Inositol 25 mg. ¢ Ascorbic Acid (C) as Calcium Ascor- ¢ Boron (as Na,B,07.10H,0) 0.1 mg. Bottles of 100, 10 
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Metamine Sustained’ helps 
you dilate the coronaries adi 


1 tablet 


METAMINE SUSTAINED (triethanolamine trinitrate biphosphate, 10 mg., in a unique sustained- 
release tablet) is a potent and exceptionally well tolerated coronary vasodilator. Pharmacological 
studies at McGill University demonstrated that METAMINE “exerts a more prolonged and as good, 
if not slightly better coronary vasodilator action than nitroglycerin . . .”! Work at the Pasteur 
Institute established that METAMINE exerts considerably less depressor effect than does nitro- 
glycerin.? Virtually free from nitrate side effects (nausea, headache, hypotension), METAMINE 
SUSTAINED protects many patients refractory to other cardiac nitrates,’ and, given b.i.d., is ideal 
medication for the patient with coronary insufficiency. Bottles of 50 and 500 tablets. Also: 
METAMINE, METAMINE WITH BUTABARBITAL, METAMINE WITH BUTABARBITAL SUSTAINED, 
METAMINE SUSTAINED WITH RESERPINE. 


1. Melville, K. I., and Lu, F.C.: Canadian M.A.J., 65:11, 1951. 2. Bovet, D., and Nitti-Bovet, F.: Arch. Internat. 
de pharmacodyn. et therap., 83:367, 1946. 3. Fuller, H. L., and Kassel, L.E.: Antibiotic Med. & Clin. Therapy, 
3:322, 1956. 


Sher. Leeming g Ce Suc New York 17, N. Y. *Patent applied for 
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When the patient with enipsenil huffs and puffs 


,ISUPREL MISTOMETER «ia. 


“Isuprel...is most helpful in making breathing 
easier’’' for the patient with emphysema. It 
should be used on a routine schedule daily as 
long as symptoms persist. 


“Four periods of nebulization spaced throughout 
the day should provide good control of 
bronchospasm.’”? 


lsuprel, most potent bronchodilator, is safe and, 
in contrast to epinephrine, has no potentially ad- 
verse effects on cardiac action. Prescribe one or 
two whiffs from the Isuprel Mistometer four 
times a day. 


1. Andrews, A. H., Jr., and Coogan, T. J.: M. Clin. North America 
42:155, Jan., 1958. 


2. Ziskind, M. M., in Conn, H. F.: Current Therapy 1957, Philadelphia, 
W. B. Saunders Company, 1957, p. 84. 


ISUPREL MISTOMETER: In asthma 
(adults and children), Isuprel 
hydrochloride 1:400 (0.25 per 
cent) aerosol solution is taken in 
1 or 2 deep inhalations. One min- | 
ute should be allowed to elapse 
before the second inhalation. The 
amount found necessary to control 
symptoms may be repeated in from ten to thirty min- 
utes. In chronic bronchitis and emphysema, three or 
four treatments are taken daily with exercises. Isuprel 
Mistometer, 10 cc. vials. 











Isuprel (brand of isoproterenol) and Mistometer (brand of metered dose 
aerosol dispenser), trademarks reg. U.S. Pat. Off. 
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in pain, such as that of cancer, Thorazine’ 


brand of chlorpromazine 


one of the fundamental drugs in medi 


cine, reduces by potentiation the amount 


of narcotic needed; alleviates the anxiety 


that intensifies suffering; improves the 
patient's mental outlook. Also, controls 


nausea and vomiting. 














